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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice, It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section, In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
General Practice, Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 14, lilinois - One 
dollar a copy. By subscription: $5,00 a yeor to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A., $12.00 in Canada; $14.00 in other foreign 
countries, Entered as second-class matter at the post office 
at Kansas City 8, Missouri, Additional entry at Chicago, 
Iilinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lLokeside Press, Chicago. Copyright 1956 by the 
American Academy of General Proctice. 


SCIENTIFIC ARTICLES 


Needle Biopsy of the Kidney and Aspiration of the Spleen - 
Robert J. Gilston, M.D. 
““Nonsurgical” biopsy techniques are gaining steadily in popularity. 
This essay appraises two of them in terms of their present usefulness. 
Visceral Scleroderma . 
* Sol Katz, M.D. 
Cutaneous Lesions of Dental Origin Simulating Skin Cancer 


W. Brandon Macomber, M.D., Mark Kai-Hsi Wang, M.D. and Eugene 
Gottlieb, M.D. 


A firm, crusted lesion in the skin of the face usually suggests cancer. 
Sometimes, however, the lesion is nothing more than the exit of a sinus 
that originates in a dental abscess. 

Therapeutic Applications of an Antiseptic Detergent . 
Francis T. Hodges, M.D. 
An antiseptic synthetic detergent—pHisoHex—finds a wide variety of 
uses in preventing and treating skin infections. The author describes 
his personal experiences with the agent. 

Personality Problems Associated with Seizures 
Francis M. Forster, M.D. 
Personality abnormalities may occur coincidently with seizures due to 
certain causes. In a few instances, retardation may result from seizures. 
However, Dr. Forster emphasizes that most personality changes in 

epileptic patients result from the attitude of society. 

Chlorpromazine in the Home Treatment of the ee 
Senile Patient * 
Edward Settel, M.D. 
In patients with senile agitation, following discharge from a nursing 
home, chlorpromazine therapy was successful in maintaining the im- 
proved level of behavior and interpersonal relationships that had been 
achieved in the institution. The drug enabled the senile patient to live 
a fuller life. 

Electrophoresis . 
John C. Rose, M.D. ; 

Post-Tonsillectomic Hemorrhage 
Lyman G. Richards, M.D. 
Hemorrhage is a potential complication in any patient who has under- 
gone tonsillectomy or adenoidectomy. Prompt detection of bleeding and 
active treatment are the keys to successful control of the situation. 

Epidemiology and the Sick Child 
Keith Hammond, M.D. 
Epidemiologic considerations of diseases are not solely the province of the 
expert in public health. In his inimitable styles of writing and drawing, 
Keith Hammond tells you why. 

Allergic Accidents Resulting from Therapeutic Agents 
W. C. Spain, M.D. and Vincent J. Fontana, M.D. 
In some ways the drug-drug reaction cycle ts especially vicious. Drs. 
Spain and Fontana discuss diagnosis, treatment and prevention of 
mild and severe reactions to drugs. 

Treatment of Cardiac Emergencies in the Home 
J. Jesse Selinkoff, M.D. 
For a variety of reasons many cardiac emergencies are handled in 
patients’ homes. Here’s a practical guide to therapy when hospital 
facilities are not to be used. 

Hypoparathyroidism 
Robert J. Gilston, M.D. 

Practical Therapeutics—A Therapeutic a of Anti- 
emetic Agents 
Paul K. Conner, Jr., M.D. tate M.D. 
Control of nausea and vomiting by drug therapy depends upon selection 
of the drug best suited to the cause. The authors review the pharmaco- 
dynamics of antiemetic drugs and provide a practical guide to drug 
selection. 
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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


A Cancer Examination for the Asymptomatic Patient. 
Joun G. Watsn, m.v. This essay stresses the im- 
portance of a periodic, complete physical examina- 
tion in the detection of hidden cancer. The family 

- physician's office should be thought of as a “cancer 
detection clini.” 


Ataractics in Medical Practice. JosepH F. Fazekas, M.D., 
et al. Here isa concise summary of the pharmacol- 
ogy of the ataractics—reserpine, meprobamate, 
chlorpromazine and promazine—as well as an 
enlightening discussion of their usefulness in the 
managemert of disturbed states. 


Proctoscopy and Proctologic Office Procedures. Wat- 
TER A. Fanster, M.D. A short review of methods of 
examination and treatment of comimon rectal 
disorders. 


Office Obstetrics in Rural Practice. W. H. Lang, Jr, 
M.D. For patients limng in remote rural areas, 
hospital delivery may be impracticable, Home 
deliveries are inconvenient or undesirable. This 
essay describes a suitable compromise—office ob- 
stetrics. 


The Advisability of Early Surgery in Mitral Stenosis. 
Houc« E. Botton, and Draypen P, Morse, 
M.D. A diagnosis of mitral stenosis implies a deci- 
sion—when to operate and when not te operate. 
This essay analyzes the factors that determined 
operative risk in 1,000 operated patients. 


What's New in Diving Medicine? James K. Martins, 
M.D. Here is an introduction to the physiologic 
alterations that occur at work or in sport under 
water, Air embolism and “‘bends”’ are the prime 
dangers, but the most common hazard is aero- 


Diuretic Therapy. Ratpu V. Forp, m.p. and Joun H. 
Moyer, M.D. The management of edema is a prob- 
lem in a wide variety of disorders, but the basic 
principles are remarkably similar. Skillful use of 
diuretics is an indispensable part of the treatment. 
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to quiet the cough 
and calm the patient... 


Expectorant action 
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SECRETARY'S NEWSLETTER 


NOVEMBER, 1956 


Significant Events 


Hawley Barrage > Dr. Paul R. Hawley is in the headlines again. 
Brings Complaint From many quarters angry excoriations are being directed 
at the irascible executive officer of the American College 
of Surgeons for an astonishing attack upon some of organized 
medicine's important policies released to the press during 
his asecciaticn’s annual meeting in San Francisco last 
month. 
Look for a wave of demands for Hawley's reprimand and 
retraction when the AMA meets in Seattle later this month. 
At the New York meeting in 1953, the colorful spokesman for 
the College of Surgeons was the subject of 11 separate reso- 
lutions objecting to his public utterances. This year Haw-— 
ley may get more than the polite spanking he received then 
when the House of Delegates referred to "an official spokes-— 
man of an allied medical association," and created the 
Committee on Medical Practices to "study adverse publicity." 
Blasts at AMA P The latest diatribe will make many people wonder if the 
Code of Ethics Organization Hawley speaks for is indeed allied with organ— 
ized medicine. Many will wonder if his statement; released 
in San Francisco, is officially endorsed by the College 
Board of Regents. 
While condemning the AMA's Code of Ethics as well as the 
Blue Shield program in a statement that made front—page 
headlines across the country, Hawley also lashed out at fee-— 
splitting, unnecessary surgery, and exorbitant fees. The 
Code of Ethics, he said, overlooked the rights of the pa- 
tient. "Emily Post could have written it better," he said. 


Says Blue Shield » Hawley's withering barrage from the Golden Gate caused 

Fails of Purpose Many a doctor and most Blue Shield administrators to grit 
their teeth. It also placed serious obstacles in the path 
of those who are conscientiously trying to improve medi- 
cine's relations with the public. 

The former Blue Shield Director denounced the voluntary 
program in a formal address as failing to provide a fair and 
justifiable solution to health insurance problems and as 
having been promoted only to "stop the clamor" for social— 
ized medicine. He called upon ACS members to boycott 
Blue Shield plans which insist upon spreading the scheduled 
fee for a surgical illness among nonsurgeons who assist in 
the case. 

Nowhere in his recent statement did Hawley single out 
general practitioners for chastisement. On the contrary, 
he is the author of a conciliatory article which is reprint-— 
ed in this issue of GP, page 155. This well-reasoned article 
was written some months ago at the suggestion of the ACS 
Board of Regents following a series of informal sessions be- 
tween representatives of the College and the Academy to 
search for areas of agreement between the two groups. It 
was officially approved by the ACS Board. 


To Announce > A_highly attractive malpractice insurance plan for Academy 
Liability Plan members will be announced by the Committee on Insurance next 
month. It results from several years of study and negotia-— 
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Court Upholds 
Financial Audit 


Refuse Ban On 
Krebiozen Book 


tions carried on by the committee to find a dependable plan, 
underwritten by a reliable American company, that would 
offer advantages to all Academy members. Each year, for the 
past three years, the committee has reported to the Congress 
of Delegates that it had not yet found a plan meeting all 
these tests. It was instructed to continue the search. 

A plan offering many outstanding advantages has recently 
been negotiated with the American Insurance Company. 
(Taueed in all states, this company has been a leader in 
the liability and casualty field for many years. It has a 
nationwide service and claims organization which will be 
available to Academy participants in the plan. 


> The Professional Liability Underwriting Service (PLUS) 
plan will be available only to Academy members. Thus, this 
selected group will be separate in claims experience from 
other less desirable risks. The company agrees after a trial 
period to review the claims experience with the aim of 
reducing premiums. 

The company has agreed that no claim alleging malpractice 
will be settled unless both the insured member and the 
Committee on Insurance agree. At the request of a doctor 
defendent, the committee will be entitled to review any 
claim. An improved type of service is thus assured. 

Full details will reach all members next month. 


>» The first case decided by a court of appellate jurisdic-— 
tion on the question of whether a hospital has a legal right 
to compel staff members to open their books for audit has 
been decided in the affirmative by the Ontario Supreme Court 
of Canada. Three staff members of Victoria Hospital sued to 
restrain the hospital from requiring an audit, claiming it 
was beyond the hospital's power and amounted to an invasion 
of their privacy. 

In handing down its decision, the Court specifically ruled 
that: (1) Fee-splitting is illegal; (2) Hospitals can 
legally enforce an audit of a staff physician's books to 
make sure he is not splitting fees as a.condition to his 
right to remain on the staff 


> Apparently convinced that a lack of oil in the joints does 


not cause arthritis, the Federal Trade Commission has taken 
im, official view of Dan Dale Alexander's best-seller, 
“Arthritis and Common Sense." Charging "false, misleading 
and deceptive" advertising, the FTC shrewdly points out that 
a joint-—oiling diet gives hollow hope to rheumatics and 
arthritics. 

Prior to the FTC charge, the book spent 24 comfortable 
weeks at the top of the New York Times' best-seller list. 
Medical Editor Hugh H. Hussey's cogent editorial comments 
in the December issue will interest all GP readers. 

Perhaps the FTC, dealing with Ph.D. Alexander, will have 
more success than it has had in a series of quixotic jousts 
with Naturopath Harry Hoxey, the Denver cancer king. 


> Almost simultaneously, the Supreme Court refused to review 
a Massachusetts Supreme Court decision refusing to ban a 
recently—published book entitled, "Krebiozen, the Great 
Cancer Mystery." The book, written by Dr. George D. Stod- 
dard, former University of Illinois president and a contro- 
versial figure in earlier Krebiozen debates, criticizes the 


rug. 

An _ injunction banning the book was requested by Dr 
drew C. Ivy, University of Illinois, and Marko and St 
Durovic, Duga Laboratories. The Supreme Court said 1 
truth about Krebiozen is critically important and that the 
free press facet is paramount. 
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Francis M. Forster, M.D., neurologist, teacher and AMA delegate, is author of 
**Personality Problems Associated with Seizures.” He was educated at the Univer- 
sity of Cincinnati where he received his B.S., B.M. and M.D. degrees, and in 1955 
he was presented an honorary LL.D. degree from Xavier University. Dr. Forster 
has held guest lectureships at the Universities of Minnesota, lowa, Philadelphia, 
Santo Tomas in the Philippines and Havana, Cuba. He now holds six consultant- 
ships and belongs to 27 medical and scientific societies. Current offices in these 
societies include president-elect of the American Academy of Neurology and 
chairman of the Joint Committee on Neurologic Education. 


Keith Hammond, M.D., author of “Epidemiology and the Sick Child,” was 
graduated from Indiana University School of Medicine in 1938. He interned at 
Marine and Charity Hospital in New Orleans and at Maternity Center in Chicago. : : 
After serving for three and one-half years with the Army during World War a 
II, he again took up rural general practice at Paoli, Ind., where he is today. ri 
Dr. Hammond has written three previous articles for GP, one of which was 
republished in Parade Magazine. He has been a member of the Indiana Aca- 
demy of General Practice since its organization, and also boasts a family of five 
children. 


W. Brandon Macomber, M.D., Dr. Mark Kai-Hsi-Wang and Dr. Eugene +e 
Gottlieb are co-authors of ‘Cutaneous Lesions of Dental Origin Simulating Skin . | 
Cancer.” Dr. Macomber was graduated from Albany Medical College, Albany, 

New York, in 1931 with his doctor of medicine degree and served his internship 

at the Albany Hospital. Dr. Macomber has served as chief plastic surgeon at 

Letterman Hospital, San Francisco and Dibble General Hospital, Menlo Park, 

Calif. He has been an instructor in plastic surgery at the College of Physicians 

and Surgeons, New York, and Albany Medical College. He is currently on the 

courtesy staff of Memorial Hospital in Albany. 


Lyman Richards, M.D., author of ‘Post-Tonsillectomic Hemorrhage,” re- 
ceived his A.B. degree in 1916 from Harvard College and his M.D. in 1919 
from Harvard Medical School. He was otolaryngologist to the Childrens Hospital, 
Boston, from 1924 to 1934, and bronchoscopist to the Massachusetts Eye and 
Ear Infirmary from 1940 to 1954. He is a past president of the American Laryn- 
gological, Rhinological and Otological Society and the American Broncho- 
esophagological Society, and a member of the American Laryngological Associa- 
tion. Since 1950 Dr. Richards has been otolaryngologist at the Massachusetts 
Institute of Technology. 


Edward Settel, M.D. has now finished his second article drawn from experience 
in geriatric research at Forrest Hills (Long Island) Nursing Home and Geriatric 
Center where he is medical director. “Chlorpromazine in the Home Treatment 
of the Agitated Senile Patient” follows his 1955 Ross Award winning article a 
published last December in GP. After his graduation from Long Island College of : 
Medicine, he took his internship at Jewish Hospital of Brooklyn and has been in 
general practice in Brooklyn since 1940. An AAGP member for five years, Dr. 
Settel has been primarily interested in geriatrics. He has done much clinical > 
research in diseases of the aged and contributed greatly to medical literature. — 
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faster relief of pain, 
photophobia 


better control of inflammation, 
edema, allergy 


effective against common eye 
pathogens 


extremely well tolerated 


eye conditions amenable to topical therapy — rapid 
potent, topical and fective action 


supplied: Metimyp ite prednisolone 
(METICORTELONE Acetate) 5 mg. per cc. (0.5%) suspended in an isotos 
buffered and preserved solution of sulfacctamide sodium 100 me. per « 
(10%), 5 cc. dropper bottle. Metimyp Ointment with Neomycin: each gra 
centains 5 mg. prednisolone acetate (METICORTELONE Acetate), 100 mg 
suifacetamide sodium and 25 mg. neomycin sulfate (equivalent to 1.75 m 
neomycin hase); 44 oz. tube, boxes of 1 and 12. 


brand of predaisolone acetate-and sulfacetamide sodium. 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Catholic Rebuttal 


Dear Sirs: 

It is unfortunate that a nonsectarian article should be 
spoiled by its author in a jibe at the Catholic church. (““Re- 
ligion and Medicine—Allies or Adversaries?,” by the Rev. 
Das Kelly Barnett, Th.D., September, 1956.) There is 
nothing sinful about not wanting to have children. That is 
a typical Protestant misinterpretation of the Catholic 
thought. 

A man who has a Th.D. degree should at least have the 
intellectual honesty to look up the Catholic viewpoint on 
birth control before writing an article for a nationally dis- 
tributed medical journal. 

A man trained in theology must know that the morality 
of a human act is determined by three factors: the act it- 
self, the object of the act and the circumstances under 
Which the act was done. For example, 1) murder is always 
wrong because the act itself is wrong; 2) to open a bank 
safe is not wrong, but to do it to steal money is wrong; 
§) to drive a car is not wrong, but to drive it while intoxi- 
cated is wrong. 

Therefore, an act is moral if the act itself is moral, the 
Object of the act is moral and if the circumstances are 
moral, Otherwise, the whole act is wrong. 

The Catholic church does not command or require that 
every marriage produce a child every nine months. There- 
fore, birth control is not wrong in its object. 

The reason the Catholic church condemns the use of 
“gadgets,” creams and condoms is that the act itself be- 
comes a perversion. An analogous situation would be chew- 
ing and tasting food and spitting it out rather than swallow- 
ing it, 

In the rhythm method the act itself is performed in a 
normal fashion. The object and the circumstances are not 
immoral. Therefore, the act is moral. 

T might add that the Catholic church has some qualifica- 
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tions to the practice of rhythm: 1) abstinence must not be 
a serious temptation to either party (a change in circum- 
stances) ; 2) a serious reason must exist either medical or 
economic; 3) it should not be intended as a permanent 
arrangement unless the reasons are permanent; and 4) per- 
mission of the persons’ confessor must be obtained. Condi- 
tions number 2 and 3 influence the object of the act. 
Condition number 4 is necessary so that both parties under- 
stand numbers 1, 2 and 3. 

In the future it would be well for ministers to restrict 
their explanations to their own religions or at least be 
courteous enough to consult with authorities of other re- 
ligions before spouting off in medical journals. 


James E. M.D. 
Streator, Ill. 


Boomer Sooner 


Dear Sirs: 

We, of the Oklahoma chapter, wish to send a subscrip- 
tion to GP to the members of the senior class at the Uni- 
versity of Oklahoma Medical School as a means of pro- 
moting new members. 

Would you kindly advise us of the subscription rate for 
senior medical students, under these circumstances, and 
send us approximately 100 subscription order blanks. 

V. M. RurHerrorp, M.D. 


Secretary-Treasurer 
Oklahoma chapter 


Midwest City, Okla. 


The requested subscription blanks which can be used to send 
GP to the Sooner medical seniors for only $5 went posthaste 
to Dr. Rutherford. The Oklahoma chapter’s generosity is sure 
to draw applause not only from the students but from the 
AAGP Board of Directors who recently asked that state chap- 
ters launch such projects —PUBLISHER 
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@ Blasting a time honored concept, 

a British psychiatrist reports that 
convicted murderers sleep well before 
execution —averaging hours 

each night. 


® According to Freud, before falling 
asleep, a person must actively wish for 
sleep. But, anxiety commonly interferes 
with this wish. 


@ Brain waves may correspond with 
the depth of sleep as follows: 1. alpha— 
waking state; 2. alpha plus delta—light 
sleep; 3. delta—deep sleep; 4. null— 
light sleep; 5. intermittent alpha—very 
light sleep; 6. alpha—wakefulness. 


@ Dreams probably occur just before 
waking or during light sleep—not during 
deep sleep. Persons from 20 to 25 
years old do the most dreaming. 


® During exciting dreams, the blood 
pressure may be above waking levels. 


w with new LOtUSATE® the patient 
has a good morning as well as a good 
night. Lotusate brings sleep in from 

15 to 30 minutes. Its action holds for 

6 to 8 hours. Different in color, size, 
shape, Lotusate appeals to the 
“sleeping-pill” weary. 


Lotusate (brand of talbutal), 
trademark reg. U.S. Pat. Off. 


September Song 


Dear Mr. Cahal: 

The September issue of GP was a beautiful piece of work. 
I know you and your staff are very proud of it. You have 
every right to be. 

I think it marks a high point in pharmaceutical adver. 
tising. I have never seen so many really good ads of phar- 
maceutical products in one publication. Many of the ad- 
vertisements were outstanding. 

If there are any copies of the September issue left, there 
are two persons to whom I would like to have you send 
copies. Their names and addresses are attached. 

E. W. Franke 
Division Manager 
The S. E. Massengill Company 
Kansas City, Mo. 


Pinpoints Pinholes 


Dear Sirs: 

The helpful hint, “For Sterilizing Medical Equipment,” 
(page 88, July, 1956), is good except for one thing. Metal 
foils, especially aluminum foil, should most certainly not 
be used more than once. 

It can be safely folded once, but, when unfolded, it usu- 
ally develops tiny cracks and pinholes at points of creasing 
and thus is obviously unsafe for a second use where porosity 
will jeopardize sterility. 

Wrap and fold something in aluminum foil, unwrap it 
and smooth out the foil, then hold the foil up to a strong 
electric light bulb and see the pinholes. 

Aluminum foil is so inexpensive that there can be no 
excuse for using it more than once for this purpose 

Joun H. Scwaerer, M.D. 
Los Angeles, Calif. 


An editorial in the August GP also evoked comment from 
Dr. Schaefer. The following is his summation on clinw- 
pathologic conferences. —PUBLISHER 


Second Guessing 


Dear Sirs: 

Regarding the editorial, ‘‘Clinicopathologic Conference,” 
(page 73, August, 1956), I agree with your statement that 
**, . . the usual CPC is a form of mental gymnastics pro- 
viding academic satisfaction (for some people) and little 
else.”” However, I did my graduate work in pathology in 
1923-26, have taught for eight years and was one of the 
autopsy surgeons to the coroner in Los Angeles county. 
Between that and hospital work I have more than 16,000 
autopsies to my credit. 

I quite agree that without autopsy, cause of death is un- 
certain, but, betting on percentages, the following diagnoses 
appear to be more probably correct than the ones given. 

Case 1. In view of the history of “phlebitis . . . of the 
lower leg,” pulmonary embolism is more probable than 
“heart attack” although either is plausible. I have per 
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formed autopsies in which one or the other has caused 
death in persons with similar histories. 

Case 2. If this man really had phlebitis, pulmonary em- 
bolism is a better explanation of sudden death than pneu- 
monia. 

Case 3. Congestive heart failure so suddenly? He had 
been treated with penicillin in the past. He had another 
“shot of penicillin” and, “‘On leaving the clinic, he col- 
lapsed on the sidewalk and died.” By far the best bet here 
is anaphylactic shock caused by the penicillin. 

Joun H. Scuaekrer, M.D. 
Los Angeles, Calif. 


Perfect Record 


Dear Sirs: 

Please publish in GP the number of accidents which 
happened to Academy members and their families enroute 
to and from the dedication program on the Labor Day 
holiday. 

KENNETH E. PRESCOTT, M.D. 
Grand Junction, Colo. 


The figure: ZERO.—PUBLISHER 


Upstaging Lure 


Dear Sirs: 

I noted “Uncle Wilfred’s” remark in the editorial sec- 
tion of the August GP. Allow me to suggest that “ham” 
could have been underlined. In all fairness I should add, 
perhaps we all have a little of D. Fairbanks in us! Touché, 
anyway! 

RopMan Cary JAcost, M.D. 

Oxford, Mich. 


“This one wets, burps and spits up her formula!” 
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In the land of the lotus... 
sleep lingers the night 


Lotusate 


brand of talbutal 


NEW HYPNOTIC-SEDATIVE 


different in + color 
* size 
shape 


so the patient won't guess 


The way Lotusate works will gratify you. 


It brings sleep in 15 to 30 minutes. 


Its action holds for 6 to 8 hours. 
The patient has a good night and, what 
is just as important, a good morning. 


Hypnotic: 


1 Caplet 15 
to 30 minutes 
before retiring 


Bottles of 100 Caplets.® 


Sedative doses: 
pink Caplet, 50 mg. (34 grain) or 
yellow Caplet, 30 mg. (4% grain) 

2 or 3 times a day. 


Lotusate (brand of talbutal), 
trademark reg. U.S. Pat. Off. 
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In x-ray equipment what will $4950 buy? 
This new G-E PATRICIAN 


complete with 200-ma control and transformer 


YOURS. . . . General Electric quality . . . 
complete diagnostic x-ray unit with tilt 
table... combined facilities for fluoroscopy 
and radiography—all for just $4950, f.o.b. 
Milwaukee, U.S.A. 

New PATRICIAN gives you 81-inch 
angulating table...independent tubestand 
with choice of floor-to-ceiling or platform 
mounting . . . 200-ma, 100-kvp, full-wave 
transformer and control . . . double-focus, 
rotating-anode tube. 

Also, you get counterbalanced automatic 
Bucky, plus fluoroscopic screen that’s also 


counterbalanced, self-retaining in all table 
positions. You can take cross-table and 
stereo views. Focal-film distances range up 
to a full 40 inches at any table angle . . . 
as great as 48 inches cross-table. 

The new PATRICIAN can be yours on 
liberal purchase terms . . . or can be leased 
under the popular G-E Maxiservice® rental 
plan. Ask your General Electric x-ray rep- 
resentative for all the facts . . . or write 
X-Ray Department, General Electric Com- 
pany, Milwaukee 1, Wisconsin, for your 
copy of Pub. F-111. 


Progress ls Our Most Important Product 


GENERAL ELECTRIC 
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Py 


for control of @ fluid balance 


By inhibiting carbonic anhydrase, 

DIAMOX produces prompt, ample 

diuresis. Taken in the morning, its : 

effect ceases within 6-12 hours thereby 
permitting uninterrupted sleep at night. 


This nontoxic drug—the most widely prescribed of its kind— 


is particularly suited to long-term use since patients dg nq 

readily develop tolerance. ae 

DIAMOX is also effective in the treatment of gla a, weno 
preg 


menstrual tension, and the edema associated with toxemia nancy. 


‘abies foporal us 
00 mg. a or intray@nous 
ritica 


Icas 


—" 


Acetazolamide Lederle 
the nonmercurial diuretic 


LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY. PEARL RIVER. NEW YORK 
US. PAT. OFF. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Major General Paul |. Robinson 
A Medware Head 


THE RECENTLY APPOINTED head of the military dependents’ medical 
care program is Major General Paul I. Robinson, former com- 
manding officer of Letterman Army Hospital in San Francisco. 
The new program was established to implement a bill for medi- 
cal care in civilian facilities for dependents of active duty military 
personnel, and will be particularly concerned with families of men 
in the Army, Navy, Air Force, Public Health Service, Coast and 
Geodetic Survey and the Coast Guard. About 800,000 persons in 
this category have not received medical care previously because 
they did not reside near military facilities. General Robinson, now 
in the Army Surgeon General’s Office, has previously commanded 
Madigan Army Hospital, Tacoma, Wash., and Fitzsimons Army 
Hospital, Denver. In 1945 he was deputy chief surgeon of the U.S. 
Army in the Far East. He served as Eighth Army Surgeon in Ko- 
rea and holds Korea’s Order of Military Merit Taiguk, the Legion 
of Merit with one oak-leaf cluster and several other ribbons. 


Albert W. Snoke, M.D. 
A New President 


AN EXTREMELY ACTIvE and highly respected member of the 
American Hospital Association, Dr. Albert W. Snoke, became 
president of the AHA September 19 at its annual banquet in 
Chicago. Since 1946 Dr. Snoke has been director of the Grace- 
New Haven Community Hospital in New Haven, Conn., and pro- 
fessor of hospital administration at the 658-bed Yale University 
teaching hospital. He is past president of the Connecticut Hos- 
pital Association. From 1937 to 1946, Dr. Snoke was assistan! 
director of the Strong Memorial Hospital, Rochester, N.Y. He has 
been chairman of the AHA’s councils on hospital planning and 
plant operation, prepayment and hospital reimbursement, and 
professional practice, and is on the liaison committee between the 
AHA and AMA. Dr. Snoke received his Bachelor of Science degret 
in 1928 from the University of Washington where he was elected 
to Phi Beta Kappa and Sigma Xi, and his Doctor of Medicine de- 
gree from Stanford University Medical School in 1933. 
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On the Calendar 


chiabter and postgraduate courses, as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


*Classified by the Commission on Education as accept- 
able for postgraduate study credits under Category I. 


*Nov. 15. lowa chapter, refresher course, Waterloo. (6 hrs.) 

*Nov. 15, 29, Dec. 6, Philadelphic (Pennsylvania) chap- 

ter, course in cardiology, Philadelphia. (1614 hrs.) 

*Nov. 16. Mlinois chapter, wet clinic, University of Illinois, 
Chicage. (5 hrs.) 

*Nov. 16-17. University of lowa, course on obstetrics 
and gynecology, Iowa City. (8 hrs.) 

*Noy. 16-17. University of California Medical Center, 
course in current views of common problems in 
obstetrics and gynecology, Los Angeles. 

*Nov. 17. Duke University and University of Pennsylvania, 
medical cruise seminar, aboard M.S. Stockholm, 
leaving from Wilmington, N. C. (25 hrs.) 

*Nov. 19-20. New York and Rhode island chapters et al., 
symposium on geriatric medicine, Hotel Waldorf- 
Astoria, New York City. (12 hrs.) 

*Nov. 19-21. University of Minnesota, continuation 
course on fractures, Minneapolis. 

*Nov. 21. Delaware chapter, course on infectious dis- 


medical 
com- 
ANCISCO. 
r medi- 
military 


of men eases, Wilmington General Hospital, Wilmington- 
vast and (3 hrs.) 
satiate Russell A. Nelson, M.D. *Noy. 22-May 23.. Kansas University, et al., course in 
{ practical electrocardiographic interpretations, 
because Hospita l Study Kansas City, Kan. (52 hrs.) 
on, now : ¥ *Nov. 23, Spokane (Washington) chapter, annual meeting, 
ese“er Dr. Russet A. Netson, director of Johns Hopkins Davenport Hotel. 
3 Army Hospital, will head a new HEW advisory committee to *Nov. 24. Nevada chapter, annual clinical meeting, Fremont 
the USS. study hospital facilities, services and methods of pro- ba Hotel, Les Vegas. 
in Ko- “ding improved hospital care at lower cost. Possible “New, 25, 
Legion recommendations include the development of special (5 ) 
rt hospital units for patients who can eat in a cafeteria 3 *Nov. 26-30. New York Universtty-Bellevue Medical Center, 
and do light housekeeping in their rooms. This would be course on peripheral vascular diseases, New York 
reduce payroll expenses, a major factor in hospital tb. City. 
costs. In short, the committee will strive to reduce un- i “Nov. 27. Maryland chapter, course on nig ar % : ; 
medicine, Doctors Hospital, Baltimore, Md. rs. 
necessary but expensive personal services. HEW plans fas *Nov, 27-29, Wisconsin chapter, ef el., clinteal teaching and 
to put the group’s recommendations into effect in beer didactic lectures on pediatrics, cardiology, obstetrics 
of the J some new or modified “‘pilot plan” hospitals before i> and proctology, directed to generalists: Lancaster, 
became [ "couraging action to reduce hospital costs on a major o Janesville, Appleton. (5 hrs.) 
nquet in scale. Dr. Nelson received his A.B. degree from the & Nov. 27-30. ee Medical Association, clinical 
e Grace- University of Minnesota in 1933 and his Doctor of AMA 
and pro- Medicine degree from Johns Hopkins School of Medi- 
niversity cine in 1937. After serving his internship and resi- a chesomatic manifestations, Wilmington General Hos- 
cut Hos- f§ ‘ency at Johns Hopkins, he successively became di- & pital, Wilmington. (3 hrs.) 
assistant of medical clinics, assistant director of the “Nov, 28-29. 
He has hospital, professor in the university school of medi- 
ring and cine and the school of hygiene and public health, and 
ent, and J “sistant to the vice president of the university and *Dec. 3-7. University of Texas et al., course in electro- 
ween the hospital, Dr. Nelson is currently president of the Hos- cardiography, Houston, 
e degree o Council, Inc., and is a past president of the Mary- “Dec. 5. New Jersey chapter, ennuel meting, Essex House, 
s elected and Tuberculosis Association and the Baltimore Hos- re nene ne Riise 
icine de- pital Conference. He has been director of Johns 
Hopkins Hospital since 1952. *Dec. 7-8. North Dakota chapter, scientific meeting, Gardner 
Hotel, Fargo. 
“Numbers 35 *Dec. 12. Wayne County (Michigan) chapter, symposium on 


enzymes, Sheraton-Cadillac Hotel, Detroit. (2 hrs.) 
*Dec. 14-15. Emory University, teaching program on 
liver disease, Emory University, Atlanta, Ga. 


| 
— 


~ be prescribed by you for 
me use. 

LUXOR ALPINE QUARTZ LAMP | Newly designed professional | QUARTZ HEALTH LAMP, ULTRA- 

Delivers comp) ultraviolet | model. HANOVIA TRA-|VIOLET plus INFRARED — | AERO-KROMAYER QUARTZ LAMP 
spestrum. Provides intense | VIOLET LAMP Precision | MODEL 55 Lich Intense, concentrated source 
radiation of wide, even dis- | built. Exceptionally mobile. . Saf Ti . Moder- | of ultraviolet for local and or- 
tribution. Very moderately priced. : iced. ificial application. Air cooled! 


Ultraviolet proves 
invaluable aid 


in treatment of skin diseases and numerous conditions 


Skin Diseases: Ultaviolet radiation acts specifically on lupus 
vulgaris and often has a beneficial effect in such conditions as 
acne vulgaris, psoriasis, pityriasis rosea, indolent ulcers, and 
some forms of eczema. 


Surgery: Sluggish wounds that do not heal or are abnormally 
slow in healing may respond favorably to local or general 
irradiation. 


Care of Infants and Children: The prophylactic and curative effects 
of ultraviolet radiation on rickets, infantile tetany or spasmo- 


philia, and osteomalacia are well known. Hanovia scientists and en- 
gineers have made major 


Pregnant and Nursing Mothers: Prenatal irradiation of the mother, ek aoe. 
and also irradiation of the nursing mother, have a definite apy equipment, keeping 


ith mode ie 
preventive influence on rickets. 
Tuberculosis: Irradiation is of distinct value for patients suffer- 


ing from tuberculosis of the bones, articulations, peritoneum, LLL GREATEST NAME 
AVIOLET 


intestine, larynx, and lymph nodes, or from tuberculosis HEMICAL & MFC CO 
sinuses. 


Other Applications: As an adjuvant in the treatment of second- 100 Chestnut Street, 
ary anemia, irradiation merits consideration. Also exposure of Newark 5, New Jersey 
the lesions of erysipelas and a wide area of surrounding tissue Chicago * Cleveland 
has been shown to have a favorable effect. Washington, D.C. 


Los Angeles * San Francisco 
YOURS ON REQUEST:Valuable authoritative treatise describing 
ultraviolet in general practice. Without obligation, write for 
your brochure today. Dept. GP-11. 
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The Sun Shines Bright 


By THIS TIME most of the sunbathers in the North 
Temperate Zone have put their blankets back on their 
beds. Their newspapers and other litter are gone from 
the city parks. Of course, those who can afford it have 
gone with the birds. This business of sunbathing is the 
kind of turn of the wheel that marks human behavior. 
Fifty years ago a white skin was fashionable. Now the 
opposite is true. There is no way of knowing how long 
it will take the wheel to complete its turn. 

Meanwhile, the fad of tanning is with us, and some of 
its effects need to be reckoned with. To that end, late 
in August—too late really to help this year’s epidemic 
of sunburn—the AMA Committee on Cosmetics spon- 
sored two articles in the Journal of the American Medical 
Association on the effects of sunlight on the skin. 

In the main, they told how to prevent sunburn— 
how to achieve tanning without getting sick or uncom- 
fortable in the process. However, they also dealt with 
certain long-range effects. 

Ardent sunbathers seem to have forgotten—maybe 
they have never been told—that chronic exposure to 
sunlight ages and weathers the skin. Permanent irregu- 
lar hyperpigmentation, dryness, wrinkling, hyperkera- 
tinization, telangiectasia, keratoses, and skin cancers 
are some of the results. For the girls and for those boys 
whose scalps are luxuriantly covered, a warning is also 
in order about the hair. Sunlight causes irregular 
bleaching of the hair (a desired effect in some groups 
at present). Worse than this, sun-bleached hair in time 
becomes brittle and unmanageable—a condition that 
can be remedied only by growing a new crop. 

Most people consider sunbathing to be healthful. 
The only scientific excuse for that view is the fact that 
ultraviolet rays have an antirachitic effect—a fact 
largely without ‘medical significance on the modern 
Americ scene. It may be that sunbathers are relaxed 
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by their exposure, but the chances are that they could 
achieve that effect more comfortably by lying in the 
shade. 

In any event, it isn’t necessary to rationalize about 
tanning. People tan themselves because that’s the thing 
to do. They will probably keep on doing it no matter 
what they are told. Still, it is the physician’s duty to 
warn the more enthusiastic ones that the effects of 
sunlight are cumulative—that if they persist in their 
efforts to be brown, they may not like the condition of 
their skin in the years to come. 


Toxic Effects of Aminophylline 


A WARNING is served, in the Journal of the American 
Medical Association for June 23, 1956, regarding the 
risk of prescribing aminophylline and theophylline in 
suppositories. So it is that Nolke tells of 13 children 
in whom administration of one of these drugs led to 
serious, sometimes fatal, toxic reactions. 

Ten of the 13 patients were 3 years old or younger, 
and the oldest patient was 6 years of age. In all but 
two cases, the drug had been ordered for treatment of 
asthma. In eight of the children, doses were within 
limits recommended for the drugs. 

The toxic effects could be grouped into three phases. 
In the earliest stages, symptoms were not distinctive— 
anorexia, nausea, wakefulness, restlessness and irrita- 
bility. The second stage was ushered in by frequent 
vomiting. The patients became agitated—even mani- 
acal. There were extreme thirst and slight fever. In 
stage three, the vomitus became brown and syrup-like. 
Delirium, convulsions and coma often followed. De- 
hydration was severe and progressive. Fever mounted 
above 105° in a number of cases. Finally a state of 
shock supervened. 

The suppository method for giving aminophylline 
in the treatment of asthma has won wide acceptance. 
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It permits administration of larger doses than are 
usually tolerated by mouth. The suppository is obvi- 
ously more convenient than injectable forms of the 
drug. Dosage schedules have mainly developed em- 
pirically. Nevertheless, it is quite apparent that the 
popular aminophylline suppository is hardly an in- 
nocuous medicament. 

It is to be wondered why the dangerous potentiali- 
ties of aminophylline suppositories had previously re- 
ceived such scant attention. Certainly the drug has 
been widely used in this form for the relief of asthma. 
It may be that the toxic effects of aminophylline have 
sometimes been overlooked. It is possible that sick- 
ness induced by the drug has been blamed on the 
disease for which the drug had been prescribed. 

Another part of the answer may rest, as Nolke pro- 
poses, with the fact that when aminophylline is given 
by rectum, absorption is quite variable. Consequently, 
therapeutic (or toxic) effects are unpredictable. On 
that account, he strongly urges a re-evaluation of the 
limits of dosage, particularly in children. 


Aortic Valve Disease 


CONTRARY TO EARLIER BELIEFS, the diagnosis of aortic 
valve stenosis is not easy. For example, Kumpe and 
Bean, in their classical report published in Medicine for 
May, 1948, found that a clinical diagnosis of aortic 
stenosis had been made in only 24 per cent of 107 pa- 
tients in whom the lesion was demonstrated at autopsy. 
That poor diagnostic showing was ascribed to “un- 
familiarity with the diagnostic criteria and too great 
acceptance of the classic triad of basal systolic murmur, 
thrill and small, slowly rising pulse.” 

This does not imply that the “‘classic triad”’ is unre- 
liable for diagnosis in those cases in which it is dis- 
covered—rather that it is too restrictive. In discussing 
this point recently in Modern Concepts of Cardiovascular 
Disease, Bean wrote: 

“The history of medicine has many examples of 
repeated cycles of progress, halt, and regression in our 
understanding of particular medical problems. Here is 
what happens: The classic or textbook picture is mere- 
ly the average of a writer’s experience, blended with 
what he has read. If the description is convincing, or 
the author is an ‘authority,’ it freezes into dogma. Then 
series of cases drift into ‘the literature.’ Selected clini- 
cally on the basis of the diagnostic requirements of the 
classic picture or its close affiliates, the findings are 
added up and turn out to verify the prerequisites. 
Cases which have been diagnosed as aortic stenosis 
because of a basal systolic murmur, thrill and small 
pulse, do, in fact, have them. One has defined the diag- 
nostic criteria. Then it is dogmatized that aortic steno- 
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sis is characterized by signs found in patients selected 
on that basis. Each paper consolidates the position and 
increases the clinician’s illusion of understanding. 4 
step towards correction comes from discovery of false 
positives and false negatives. In such a disease as wortic 
stenosis this can come only when the autopsy discloses 
the unsuspected lesion, or when the lesion, strongly 
suspected or diagnosed with assurance, is not found at 
autopsy.” 

So it was that Kumpe and Bean, and others since 
them, have redefined the diagnostic criteria for aortic 
stenosis. In particular, they have emphasized the rea- 
sons for departure from the “classic triad.” For exan- 
ple, the systolic murmur need not be basal at all, being 
restricted to the apical region, or it may be louder 
there. The murmur may be of low intensity. Then a 
thrill—the tactile counterpart of the murmur—-will be 
lacking. The character of the pulse is readily altered 
by coexisting aortic valve insufficiency or by other con- 
ditions that naturally modify the pulse pressure 
(atherosclerosis of major vessels, thyrotoxicosis). One 
other sign—diminished intensity of the sound pro- 
duced by closure of the aortic valve—is helpful in diag- 
nosis, but this sign also is often modified. Thus, a loud 
second sound may be heard in the second intercostal 
space on the right, presumably because of transmission 
of a loud sound produced by closure of the pulmonic 
valve. 

When aortic stenosis and aortic insufficiency occur 
in combination, it may be difficult to assay the relative 
importance of each valve lesion. In the New England 
Journal of Medicine for August 23, 1956, Gorlin and 
Case offer a guide to the solution of the problem. They 
note that some of the signs of one lesion intensify signs 
of the other, some are merely superimposed, and others 
may cancel. “In this fashion,” they add, “aortic in- 
sufficiency intensifies all the signs of aortic stenosis 
that are dependent on velocity of blood flow—for exam- 
ple, the intensity of cardiac thrills and murmurs. The 
signs of increased cardiac ejection that go with aortic 
insufficiency—the carotid pulse and the soft arterial 
thrills, the rocking beat and so forth—are on the other 
hand merely superimposed upon those of stenosis. 
Finally, the blood pressure findings in either disease 
nullify those in the other, depending on individual 
severity of the lesions involved.” 

In comparison with methods for surgical correction 
of some other cardiac lesions, surgerv for aortic vale 
disease is still rather crude or indirect. Nevertheless, 
some patients are being helped by the methods cur- 
rently available. Moreover, rapid progress is being made 
in the development of all phases of cardiovascular sur 
gery. There is every reason to hope that aortic valve 
lesions may soon be approached more directly and 
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more efficiently. Under the. circumstances, finesse in 
the diagnosis of these lesions may assume greater and 
greater Importance. 


Mechanisms of Pain 


PAIN IS A FAMILIAR ENIGMA to physicians. For example, 
everyone knows that perception of pain varies in differ- 
ent persons. Injury to tissues causes one man to writhe 
in an extremity of suffering, while a similar injury may 
scarcely bother another. Moreover, everyone knows, 
from personal experience, that perception of pain varies 
circumstantially in the same person from time to time. 

Such circumstantial variations in pain perception 
have been related to a “threshold” for pain. This may 
be a convenient term, but it tells nothing beyond 
implying that pain must be made up of two factors— 
sensory stimulation and something more. The “some- 
thing more” is the individual reaction to the sensory 
stimulation. 

Recently Beecher has described another circumstan- 
tial variation in pain. As reported in the Journal of the 
American Medical Association for August 25, 1956, he 
compared degrees of pain caused by similar wounds in 
two groups of patients—soldiers wounded at the Anzio 
Beachhead and a group of civilians having surgical 
wounds. In each instance, the wounded person was 
asked, ‘As you lie there, are you having any pain?” If 
the answer was “no,” the questioning ceased. If “yes,” 
the man was asked if his pain were mild, moderate or 
severe. Finally he was asked if he wanted something to 
relieve the pain. 

There was a sharp contrast in the two groups of 
casualties. Only 32 per cent of the soldiers expressed 
awish for a pain-relieving drug, while a similar ex- 
pression was obtained in 83 per cent of the civilians. 

Beecher concluded that the important difference in 
the two situations seemed to be in the interpretation of 
the wound by the patient. Thus, the battlefield wound 
marked the end of disaster and the beginning of safety. 
On the other hand, the civilian’s surgical wound “was 
viewed as disaster and was fraught with anxiety.” The 
amount of suffering obviously depended upon the 
meaning of the pain. 

There seemed to be two other important lessons in 
this experience. First, it is a powerful argument against 
the indiscriminate administration of narcotics to all 
injured persons. It is highly probable that some of them 
will never need an analgesic. Second, there is strong 
reason to question the validity of experiments designed 
to test the potency of analgesic drugs. Thus Beecher 
concluded: “Extent of wound bears only a slight rela- 
tionship, if any (often none at all), to the pain experi- 
enced. This fact fails to support the relevance of ex- 
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perimental pain work to the pathological pain experi- 
ence. The concept underlying all experimental pain 
methods, that the more severe the stimuli to nerve 
endings, the more the pain, does not hold for patho- 
logical pain. Thus the usefulness of experimental pain 
methods in man for the purposes to which they have 
often been put (evaluation of the analgesic power of 
narcotic agents) is questionable.” 


Laboratory Tests 


PHYSICIANS ARE INCLINED to take a purely mechanistic 
view of laboratory testing on their patients. It is true 
that tests are sometimes ordered for the purpose of a 
good emotional effect—for example, the reassurance 
expected from a report of “normal” in a gastrointesti- 
nal x-ray study for a patient having indigestion. How- 
ever, few physicians consider the potentialities for 
harm when simple laboratory tests are performed— 
harm to the patient himself and to the patentginys si- 
cian relationship. 

Writing in the Journal of the American Medical Asso- 
ciation for June 23, 1956, Kaplan reviews laboratory 
procedures as an emotional stress. For instance, he 
notes that the tests may cause an adverse emotional 
reaction because they are quite misunderstood and 
therefore frightening or likely to create a distorted 
concept of the diagnosis. Sometimes, the unfamiliarity 
of the test environment or the awesomeness of the 
gadgetry employed is enough to arouse fear. In some 
patients, the testing may carry a highly specialized 
emotional charge—for example, a challenge to the 
neurotic symptoms being used to contain anxiety. 

As Kaplan sees it, the essential point to be derived 
from these observations “is an awareness on the part 
of the doctor that his patients are frequently unin- 
formed and frightened.” He adds, ‘Appreciating this, 
he will more likely observe his patients’ discomforts 
and provide an opportunity for reducing them through 
explanation and reassurance. If the doctor lacks this 
awareness, he may become impatient and intolerant of 
the patient’s defensive maneuvers. If the physician fails 
to recognize the underlying fears and anxieties, he 
may angrily respond to his patients’ surface behavior 
by branding them ‘uncooperative,’ ‘neurotic,’ ‘imma- 
ture,’ or ‘unreliable.’ These rebuffs usually increase 
patients’ fears and cause a breach in the professional 
relationship.” Finally, it is noted that an explanation 
of a laboratory test may make the patient feel that 
the expense of the test was for good reason, rather 
than feel that he was exploited. All of which seems 
to show that there is more to a laboratory test than 
meets the doctor’s eye when he scans the report. It 
matters too how the test meets the patient’s ego. 
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The Status of Ataractic Drugs 


In June, the American Psychiatric Association released 
“a statement on the contribution of the tranquilizing 
drugs to the treatment of psychiatric illnesses and the 
dangers inherent in the casual use of these drugs by the 
public for the relief of everyday tensions.’’ The tone of 
that statement can be readily surmised from its wordy 
title. It had a variable effect, as shown in the following 
guest editorials, written by physicians who are not psy- 
chiatrists. Incidentally, an evaluation of the comparative 
effectiveness of the various ataractics is covered by Dr. 
Fazekas in an article in next month’s issue. 
—Mepicat Epyror 


The Spectrum of Confusion 


PHARMACEUTICAL MANUFACTURERS vie with each other in 
produeing brilliant colors for their pills and capsules. 
This :.ppears to be especially true of the barbiturates 
and the ataractic drugs. They arrive pink, orange, red, 
yellow, green or almost any other color and color 
combination that one can imagine. With the varied 
colors of the capsules and the capricious effects and 
side effects of the drugs themselves, this might aptly 
be called “The Spectrum of Confusion.” 

Medical history is full of instances in which a so- 
called “harmless” pain-reliever or sleeping pill proved 
to have addictive properties. Heroin was at one time 
lauded as non-habit forming. Many morphine sub- 
stitutes has been released, only to take its toll in the 
misery of addiction. The barbiturates were once con- 
sidered the wonder drugs. Now, although they are a 
valuable part of our medical armamentarium, they have 
created a vast social and addictive problem. It is to be 
hoped that history does not repeat itself in the use 
and abuse of the ataractic drugs. 

Probably there will never be a drug that can be used 
indiscriminately to relax tensions, relieve anxieties, 
and build up a sense of security that is not potentially 
dangerous. It would be an ideal world without wor- 
ries, tensions, and fears, but realism warns that the 
world was not built that way. A pill or capsule can- 
not create this idealistic situation without there being 
a rude awakening from the dream. 

It is reliably estimated that there will be 35 million 
prescriptions written for ataractic drugs within the 
United States in 1956. Since there are only 4,500 
certified psychiatrists, it is reasonable to suppose that 
over 60 per cent of these prescriptions will be written 


72 


by family physicians. The generalists as well as the 
psychiatrists need ask themselves certain questions 
about these drugs. How much do we know about de- 
pendency development under prolonged or even cas- 
ual therapy? How much do we know about the side 
effects? Can.we set up definite indications and contra- 
indications for their use? Can we combat effectively 
the tremendous popularity that these drugs have de- 
veloped because of stories in newspapers and maga- 
zines? Can we prevent the casual attitude that the 
public takes toward the so-called “happy pills”? Can 
we be certain that they will only help and not hurt 
our patients? Can we be sure that the use of the drugs 
in minor emotional disturbances is not less wise than 
helping the patient frankly face his problem? Can we 
be assured that they are not being abused as an escape 
drug? 

Widespread use of tranquilizing drugs could cause 
family doctors to neglect their opportunities to com- 
municate with patients. Anytime that we let our pa- 
tients think that peace of mind can come from a capsule 
or that contentment can be started by a pill, we are 
allowing them to be misled. A pill or capsule cannot 
take the place of the physician’s tolerance, sympathy 
and understanding. 

Patients are coming to the doctor’s office even now 
asking for “happy pills” or “no-worry capsules.” In 
certain instances the prescription pad has become a 
substitute for the physician’s personal care and ad- 
vice. The etiology of a tension state has thus become 
less important than the ataractic therapy. 

We must immediately reconsider our use of ataractic 
drugs. Each prescription must be preceded by a care- 
ful evaluation of the patient. There was an old adage 
regarding the prevention of alcoholism, stated as fol- 
lows: “‘If you feel that you need a drink, don’t take it.” 
This could be a rule for the use of the ataractics. If we 
as physicians feel that a patient needs a tranquilizer, 
we should study him a little further before prescribing. 
We must not use our prescription pads as a palette to 
create the spectrum of confusion that can arise from 
the injudicious use of these drugs.—Anprew S. 
Toms, M.v., Victoria, Texas. 


The Promiscuous Use of Ataractics 


Tuere is considerable concern regarding the “indis- 
criminate” use of the various tranquilizing agents by 
the practicing physician. It is feared that in addition 
to their recognized toxic effects (hepatitis, agranulo- 
cytosis, dermatitis, basal ganglia disturbances, photo- 
sensitivity, disturbances in temperature regulation, de- 
pression), they may also induce detrimental personality 
changes. 
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The promiscuous use of ataractics is presumably 
evidenced by the numerous articles in public print in 
which these drugs are presented as medicines for the 
relief of everyday tensions and by the fact that three 
of the ten compounds prescribed most frequently in 
1955 were tranquilizers. Also alarming is the estimate 
that in 1956, 35 million prescriptions will be written 
for ataractics. 

It was not pointed out, however, that of the 429,- 
500,000 prescriptions filled in 1953, 45,000,000 of 
these were for sedatives and hypnotics and 16,000,000 
were for antispasmodics. It may also be of interest to 
recall that in 1948, 300 tons of barbiturates were pro- 
duced, and in 1950, 25 per cent of all admissions to 
hospitals in the United States because of acute poison- 
ing were due to barbiturate ingestion; also that ap- 
proximately $8.8 billion is spent annually for alcohol. 

Whenever a new drug is introduced, and particular- 
ly in an area in which there has been little or no 
definitive therapy, there will naturally be a great de- 
mand for it. If the physician finds the drug too toxic 
or therapeutically ineffective, there will be a sharp 
curtailment in its use. lf the drug fulfills expectations, 
it will achieve its rightful place in medical practice. 

Both by definition and through experience, it is 
generally recognized that all drugs exert some toxic 
elects. We see many cases of digitalis intoxication, 
insulin coma and sensitivity, and reactions to the anti- 
biotics, yet we do not condemn the use of these drugs. 
A calculated risk must be taken upon the administra- 
tion of any drug. It is expected, however, that the 
physician should be properly informed of the indi- 
cations and contraindications attending the use of all 
drugs made available to him. In certain instances it 
must be admitted that claims for ataractics have been 
unscientific and completely misleading. 

Since time immemorial, there has been a great need 
for chemotherapeutic agents to aid in the management 
of various psychiatric disturbances. It has been con- 
servatively estimated that in approximately 50 to 70 
per cent of patients seeking medical care, the disturb- 
ance is primarily psychogenic, and it need not be 
stated that there is a psychogenic component present 
with other medical disturbances. For years the man- 
agement of the majority of such patients has been the 
esponsibility of the practicing physician. There is not, 
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and there will not be for years to come, a sufficient 
number of psychiatrists to cope with the problem. 

It is perhaps not recognized that the practicing 
physician is constantly giving his patients the psycho- 
therapy they may require and has in the past resorted 
to various drugs to aid in the management of their 
disturbed state. It is evident from available statistics 
that the tranquilizing agents are merely being substi- 
tuted for hypnotics, sedatives and other agents. The 
high alcohol consumption may perhaps be best attrib- 
uted to self-treatment of neurotic manifestations, 

With respect to the indiscriminate use of drugs, it 
should be mentioned that the practicing physician is 
for the most part better versed in the art of pharma- 
cotherapeutics than are many of his colleagues, some 
of whom have not had occasion to utilize such therapy 
since their internship. When one recalls the primitive 
and damaging procedures used promiscuously in the 
past and still being used. (insulin shock, Metrazol 
shock, electroshock, prefrontal lobotomy), it is diffi- 
cult to comprehend the fear of a chemotherapeutic 
approach to psychiatric problems, an approach that 
has been so successful when applied to other medical 
disturbances. 

It may be argued that a coniplete repression of guilt, 
hostility and anxiety, which presumably may occur 
following the administration of tranquilizing agents, 
may be undesirable. It must be admitted, however, 
that it is also difficult to quantitate such subjective 
states and to decide in any particular patient when 
these reactions become pathologic. At the present 
time such arguments against the use of these drugs 
would appear to be more philosophic than scientific. 
There is great need for much more basic research 
and less verbalization in this important field. 

No one believes that drug therapy alone will cure 
certain psychiatric disturbances. As in most other 
disease states, they simply help control the overt mani- 
festations of the underlying disorder. The chemothera- 
peutic approach to psychiatric problems may be one 
of the most significant advances in modern medicine, 
and the rational use of such drugs by the practicing 
physician will do much to ascertain their rightful 
place in the management of patients with emotional 
disorders. 

—Josern F. Fazekas, M.p., Washington, D.C. 
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Having accepted certain limitations that apply generally 

to “nonsurgical” biopsy procedures, it is apparent that kidney 
biopsy has a definite value in various types of study. 

Tissue obtained compares favorably with biopsy performed 
under direct visualization. Splenic aspiration is still largely 

a research procedure. It differs from renal biopsy 

in that organ structure cannot be studied—only cell morphology. 


Needle Biopsy of the Kidney and Aspiration of the Spleen 


BY ROBERT J. GILSTON, M.D. 


Amsterdam, New York 


“EXPERIENCE IS FALLACIOUS AND JUDGMENT DIFFICULT.” 

This Hippocratic aphorism epitomizes modern medi- 
cine’s demand for exactness. All about him, one sees 
inroads of exactness cutting across the acre of the “bed- 
side clinician.” Today’s clinician is disinclined to lean 
with his full weight on the flexible tubes of his stetho- 
scope. This represents no spontaneous surge of mod- 
esty, but reflects laudable intellectual discomfort en- 
gendered by the “surprise” findings of his surgical 
colleague. Gradually the consultant’s ponderous pauses 
are being filled in by the queries: “What did this titer 
or that biopsy show ?” 

To answer questions such as these, ingenious meth- 
Ods have been devised to obtain tissue from ordinarily 
Maccessible parts. It is now feasible “blindly” (without 
direct visualization) to introduce the biopsy or aspirat- 
ing needle into liver, lung, pleura, spleen, bone, kidney 
and even the heart. To be practical, such procedures 
should combine simplicity, economy and minimal mor- 
bidity, with clinically useful information. 

Information so obtained is worthwhile if it provides 
diagnostic, therapeutic or etiologic information about 
disease—goals that can be reached only where patients 
ate carefully selected, and laboratory facilities suitable. 
Thus the following rules apply to “blind” biopsy : 

1. The operator must be experienced or supervised. 

2. There must be no absolute contraindications. 

3, The indication must be valid, and must outweigh 


the poteiitial danger. 


GP November 1956 


4. The data gained must not be obtainable by lesser 
or safer procedures. 

5. The presence and site of the tissue to be biopsied 
must be demonstrated. 

6. Adequate facilities for interpretation must be 


available. 


Kidney Biopsy 
INDICATIONS 


The presence of undiagnosed renal disease, either 
primary or as a manifestation of disease elsewhere in 
the body, is the chief indication. Other indications in- 
clude evaluation of the efficacy of treatment, investiga- 
tion of the pathogenesis and prognosis of certain dis- 
eases and such academic pursuits as the correlation of 
histology with tests of renal function. 


CONTRAINDICATIONS 


The procedure should not be done, or should be 
done only when the demand for the biopsy is greater 
than the attendant hazard, in patients with hemor- 
rhagic diathesis, including anticoagulated patients; 
azotemic patients whose nitrogen retention is rapidly 
climbing; hydronephrosis or pyonephrosis; perirenal 
infection ; large cysts; patients with one kidney; known 
renal artery aneurysm; known arteriosclerosis of severe 
degree ; patients who will not follow instructions ; and 
perhaps in the presence of renal neoplasm. 
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Figure 1. Landmarks on the urogram. 


METHOD 


Percutaneous renal biopsy should be carried out in 
the hospital. Base-line laboratory and x-ray data are 
prerequisite. The hemostatic profile must be deter- 
mined: bleeding time, clotting time, clot retraction, 
test for capillary fragility and platelet count. The non- 
protein nitrogen should be determined, and 500 cc. of 
typed and cross-matched blood reserved. Microscopic 
examination of the urine must be carefully done, and 
urine culture is desitable. Prebiopsy blood pressures 
and pulses must be recorded. 

Pyelograms, unless contraindicated, are done in the 
prone position. The lateral aspect of the lower pole of 
the right kidney is selected for introduction of the 
biopsy needle. By choosing the right side, the great 
vessels and spleen are given maximum protection (Fron- 
tispiece). Using the selected biopsy site as a point of 
reference, perpendiculars can be dropped to the mid- 
vertebral line, and iliac crests. These measurements 
can be transposed to the patient’s back (Figure 1). A 
simple modification is the use, as a stencil, of a trans- 
parent x-ray film through which one or several holes 
have been made. By superimposing this transparency 
on the urogram which is mounted on a view box, and 
placing the hole over the selected biopsy site, certain 
landmarks can be traced with grease pencil. These 
should include the twelfth rib, vertebral spinous line 
and iliac crest. If perpendiculars have been dropped 
from the biopsy site on the urogram, these guides may 
also be traced. 

The patient, who has been sedated, empties his blad- 
der and lies prone on a steady, hard-topped table. A 


Figure 2. A transparent x-ray film may be used as a stencil. 


sand bag is placed under the right side of the abdo- 
men, caudad to the costal margin, to position and fix 
the right kidney. Using an aseptic dye, the twelfth rib, 
midvertebral line and iliac crest are drawn on the back 
of the prone patient. The anatomic landmarks on the 
transparent film are laid over those on the patient’s 
back, and the biopsy site marked on the patient with 
the same aseptic dye (Figure 2). Distortion is slight. 
The puncture site will usually lie in the angle between 
the quadratus lumborum and twelfth rib (Frontispiece). 

In preparation for the introduction of the biopsy 
needle, the skin of the back is sterilized as for a surgical 


Figure 4. Outer needle, stylet and cutting prongs. A spinal needle 
may be used as an exploring needle. 
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Figure 3. The needle is advanced only while the breath is held in 
deep inspiration. 


procedure, and the patient is draped with sterile tow- 
els. The skin is now anesthetized with a local anes- 
thetic. A spinal needle is selected to infiltrate deep to 
the skin wheal. Some workers advise the use of a small- 
gauge needle (exploring needle) to locate the kidney. 
This is prudent advice, and a 5-inch to 6-inch spinal 
needle will suffice. The patient is instructed to hold 
his breath in full inspiration during short advances of. 
the needle. When the needle is fixed in the kidney 
pole, the shank swings widely with respirations. The 
spinal needle is withdrawn and the Vim-Silverman bi- 
opsy needle is advanced via the tract of the exploring 


man 5. 4 small core of kidney tissue is removed from the cutting 
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needle, to the same depth into the kidney (Figure 3). 
With the needle secured in place, the stylet is with- 
drawn and the cutting prongs introduced through and 
beyond the outer needle, into parenchymal tissue. The 
outer needle is now advanced over the protruding, and 
spread, cutting prongs, thus enveloping a core of kid- 
ney tissue (Figure 4). The needle may be very gingerly 
rotated about 180 degrees, and quickly withdrawn. 
The needle must not be touched or maneuvered unless 
the kidney is fixed in deep inspiration. A dressing and 
second sand bag are placed over the biopsy site, and 
the patient kept in this position for one-half to one 
hour. 

The small “worm” of tissue obtained, is placed in 
formalin (Figure 5). The residual material from prongs 
and needle is suitable for culture. 


Post-Biopsy OBSERVATION 


Blood pressure and pulse should be recorded fre- 
quently until they have stabilized, and every two-to- 
four hours thereafter for 24 hours. Each voiding should 
be examined grossly and microscopically. 

Hematuria usually occurs, and can be expected to 
persist for about one day. Urine samples should be 
saved for comparison (Figure 6). Backache and renal 
colic may also occur. 


LABORATORY EVALUATION 


The diagnostic probabilities should be discussed with 
the pathologist beforehand. Thus, if special fixatives 
and stains are indicated, they can be provided. Histo- 
logic interpretation of tissue obtained poses no special 


problem to the qualified pathologist. 


Figure 6. When serial specimens of body fluids are taken, they should 
be saved for direct comparison. 
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Figure 7. Kidney tissue obtained by open biopsy (above) compared to 
hidney tissue obtained by needle biopsy (below). 


CLINICAL APPLICATION 


Needle biopsy of the kidney is now an established 
procedure. When carried out by a capable operator, 
representative tissue can almost always be obtained, 
and this tissue correlates well with larger specimens 
obtained at surgery or autopsy (Figure 7). Most pa- 
thologists feel that at least ten glomeruli should be 
present for adequate interpretation. 

If the procedural recommendations are rigidly ad- 
hered to, serious post-biopsy complications are mini- 
mal, and can be controlled readily. The spectrum of 
clinically useful information so obtained, is a wide one. 
The academic worth in evaluating therapy and estab- 
lishing pathogenic factors is secure. In addition, clini- 
cally obscure diseases of the kidney may be clarified, 
and systemic disease with renal manifestations, which 
might otherwise remain undiagnosed, may be diag- 
nosed. 
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Conditions in Which Needle Biopsy 
- of the Kidney May Be Useful. 


1. Pyelonephritis 
Bacterial (including tuberculosis) 
Mycotic 
2. Glomerulonephritis 
f All stages 
Nephrotic syndrome 


3. Hypertensive States 
Eclampsia 
Malignant hypertension 
Preeclampsia 


4. Metabolic Diseases 
Gout 
Intercapillary glomerulosclerosis (Kimmelstei!-Wilson 
syndrome) 
Nephrocalcinosis 
5. Collagen Diseases 
Polyarteritis nodosa 
Scleroderma. 
Systemic lupus erythematosus 


6. Miscellaneous 
Amyloidosis 
Anuric states 
Bacterial endocarditis 
Cortical necrosis 
Sarcoidosis 
Sickle cell anemia 


Table |. 


Table 1 lists some pathologic conditions in which 
needle biopsy of the kidney may be useful. 

Serial biopsies have been profitably used to evaluate 
the effectiveness of treatment, and have thus enabled 
the physician to give more definite prognostic opinions. 
Expressed in another way, the histologic findings may 
be used to predict response to therapy. For example, 
it has been established that the histologically acute 
anuric is more likely to benefit from dialysis than is the 
chronic. Also, minimal nephrotic changes speak for the 
use of ACTH, whereas extensive involvement offers 
little promise of improvement with this regimen. These 
two observations, and their important clinical applica- 
tion, were recorded by employing serial needle biopsies 
of the kidney. They are excellent examples of the fash- 
ion in which academic medicine blends imperceptibly 
into clinical medicine. 


GP Volume X!V, Number 


‘ 
I 


ich 


led 
ons. 
may 
ple, 
cute 
the 
- the 
hese 
lica- 
ysies 
fash- 
tibly 


nber § 


Splenic Aspiration 


The principles of selection and preparation that 
apply to kidney biopsy, also apply to aspiration of ma- 
terial from the spleen. Since the Vim-Silverman needle 
poses an unacceptable danger when introduced into 
the vascular, friable spleen, a 20-gauge needle is sub- 
stituted. This accounts for the essential difference be- 
tween the methods. The kidney substance obtained is 
suitable for evaluation of structure, while that from the 
spleen is suitable for evaluation of cellular morphology. 

A 10- or 20-cc. syringe is fitted with a 20-gauge 
needle, and is used for aspiration. A small amount of 
the patient’s serum, previously obtained by venipunc- 
ture, may be used, or the aspiration may be carried 
out with a dry syringe. Splenic size and consistency 
are appraised by physical examination. If the spleen is 
enlarged, the needle is introduced into its midportion. 
If it is normal in size, the needle is introduced between 
the eleventh and twelfth ribs. 

Except for sedation, the patient need have no special 
preparation. He may lie on his back or on his abdomen. 

During a pause in respirations (in the inspiratory or 
expiratory cycle), the needle is advanced boldly and 
quickly into the spleen. If serum has been employed, 
a small amount is injected and withdrawn in see-saw 
fashion. Maintaining a steady pull on the plunger, the 
aspirating apparatus is withdrawn quickly. 

Slides are held ready for smear preparations which 
are made immediately (Figure 8). It may be necessary 
to eject forcibly to obtain a few drops. The slightest 
amount of material, however, often is sufficient to make 
a satisfactory preparation. Ordinarily Wright’s stain 
is used, but in special instances, special stains may be 
employed. 

The microscopic interpretation of stained material 
aspirated from the spleen is a cellular morphology dis- 
cipline. The efficacy of the method is directly propor- 
tionate to the skill of the microscopist. Unless he has 
a special skill and experience, the results are highly 
unpredictable. 

Because of the difficulty of interpretation and the 
availability of simpler diagnostic methods, the clinical 
usefulness of aspiration of the spleen is limited (Figure 
9)-In a few instances, diagnostic cells, not readily ob- 
tainable from other sites, may be obtained by splenic 
aspiration (Figure 10). These include myeloid meta- 
plasia (extramedullary hematopoiesis), Gaucher’s dis- 
tase, malaria and Kala Azar. 

By and large, the principal value of splenic aspira- 
ton is to be found in the hands of investigators and 
hematologists with a special interest in the problem. 


At the present time it is not a suitable procedure for 
Toutine use. 
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Figure 8. Splenic aspiration material is immediately smeared and 
stained, 


Figure 9. Nondiagnostic mononuclear cells are often obtained from 
normal and abnormal spleens. 


Figure 10. Jn a few instances, splenic aspiration may demonstrate 
diagnostic cells such as these Gaucher cells. 
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Figure 1. Esophagogram showing funnel-shaped narrowing of the 
distal esophagus with proximal dilatation. DiaGnosis: Scleroderma. 


Figure 2. Diffuse nodular fibrosis due to scleroderma most marked 
in the lower halves of the lungs. Cystic changes are most marked at 


the left base. 


Figure 3. Absorption of the terminal phalanges in scleroderma. 
There is synostosis of most of the distal interphalangeal joints. 


Visceral Scleroderma 


BY SOL KATZ, M.D. 
Associate Editor, GP 


SCLERODERMA BELONGS to that long list of systemic dis- 
eases originally known for their cutaneous manifesta- 
tions. Although skin lesions with associated Raynaud’s 
phenomena (acrosclerosis) may be the earliest find- 
ings, visceral involvement may soon appear and indeed 
may precede the skin changes. 

The gastrointestinal tract is frequently involved, 
with or without symptoms. The esophagus usually 
shows the first changes and may be the only visceral 
organ affected. Submucosal fibrosis of the distal end of 
the esophagus leads to rigidity, loss of peristalsis, and 
narrowing, with widening above this obstructed area. 
Regurgitation of gastric juice into the esophagus may 
result in esophagitis with ulceration, stricture forma- 
tion and shortening. 

Cicatricial changes in the stomach, small bowel and 
colon occasionally occur, and are characterized roent- 
genographically by decreased peristalsis and dilata- 
tion of loops of small bowel and colon. 

In the lungs there is fibrosis of the alveolar walls as 
well as interstitial fibrosis. Bronchoalveolar cysts, es- 
pecially in the basal subpleural area, may be noted. 
These are apparently due to progressive sclerosis and 
lysis of the alveolar walls. The lower and mid-lung 
fields show the most marked changes, with fine linear 
streaks and a network-like pattern. The basal cysts 
vary from several millimeters to 2 centimeters in diam- 
eter. Nodular lesions as well as military calcifications 
have been described. 

Cardiac involvement is due to fibrous tissue prolifer- 
ation secondary to myocardial degeneration. There are 
diminished pulsations, and the heart may be enlarged 
and somewhat triangular. 

Skin shrinkage with stiffened fingers may be asso- 
ciated with absorption and atrophy of the terminal 
phalanges (sclerodactylia). Obliteration of the distal 
interphalangeal joint spaces has occured. 

Soft tissue calcification is fairly frequent and is asso- 
ciated with cutaneous sclerosis. It is seen especially in 
the region of the fingertips, elbows and ischial tuber- 
osities. X-rays of the teeth may disclose uniform widen- 
ing of the periodontal spaces. 

Thus careful roentgenographic studies will often 
disclose the polysystemic nature of scleroderma. 
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AND EUGENE GOTTLIEB, M.D. 


Albany, New York 


Curangous LEsIons of dental origin are not infrequently 
encountered by dermatologists, plastic surgeons and 
other physicians who deal with diseases of the skin. 
When the cutaneous lesion occurs at some distance 
from the tooth, and is characterized by persistent ulcer- 
ation and a chronic course, an incorrect diagnosis of 
skin epithelioma has frequently been made. 

The formation of a draining sinus to the skin follow- 
ing an acute alveolar abscess poses no problem of 
diagnosis. 


The acute abscess and its subsequent rupture pro- 
vide a vivid picture of cause and effect. 

The chronic alveolar abscess, however, not infre- 
quently presents a picture of insidious asymptomatic 
progress, with no history of preceding acute disease. 
The abscess originates at the apex of an infected tooth 
or retained root, and progresses, slowly penetrating 
and destroying the surrounding bone. It may get 


teeth, with bony destruction, osteomyelitis and result- 
ant sequestrum formation. The purulent contents of a 
chronic abscess ultimately penetrate the bony cortex 
and form a subperiosteal abscess, which immediately, 
or after subperiosteal dissection, evacuates itself into 
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Some cutaneous lesions of the head and neck 
that resemble epitheliomas are found to be cutaneous sinuses 
originating from a chronic dental infection. The skin lesion 
usually begins as a small nodule. Later it ulcerates 

and intermittently drains purulent or bloody material. 

The ulcer may become crusted but refuses to heal. 

When there are no obvious signs of dental disease, 

x-ray examination is especially important for disclosure 

of the origin of the sinus tract to the skin. 

Treatment entails removal of the dental disease. 

Then the skin lesion usually heals. 


Cutaneous Lesions of Dental Origin Simulating Skin Cancer 


BY W. BRANDON MACOMBER, M.D., MARK KAI-HSI WANG, M.D. 


large enough to involve the apices of several adjoining | 


Department of Surgery, Subdepartment of Plastic Surgery, Albany Medical College 


the soft tissue surrounding the upper and lower jaw. 
This purulent material, having perforated the peri- 
osteum, dissects through the soft tissue and ends its 
course in one of three possible places, in the following 
order of frequency : 

A. Most abscesses drain intraorally, forming an intra- 
oral fistula, or rarely, into the nasal vestibule. The sites 
where intraoral evacuation of the dentoalveolar abscess 
occurs most frequently are as follows: 

1. On the buccal or labial side of the mandible 
immediately over the abscess. 

2. Back through the root canal into the tooth cavity 
when a large apical foramen is present. 

3. Along the peridontal membrane into the gingival 
sulcus. 

4. Palatal drainage from abscessed upper teeth has 
been described when the first permanent molars or 
premolars are diseased. 

5. Fistula to the antrum when the upper first or 
second molar or second premolar has been the site of 
abscess. 

6. Discharge into the nasal vestibule when the upper 
first incisors have been abscessed. 

B. The pus may gain access to one of the closed 
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spaces about the jaw and the neck, producing a deep 
infection in these areas. The course of spread to such 
deep spaces, as well as a description of the boundaries 
and limits of the spaces, have been admirably described 
by Stones, and do not fall within the scope of this 
paper. 

C. The drainage may course toward the skin of the 
face and neck, or occasionally, elsewhere in the body. 
The formation and location of the cutaneous drainage 
from dental abscesses are influenced by many factors: 

1. The position of the infected root (most roots are 
nearer to the buccal plate than the lingual). An abscess 
originating in these buccal roots is more likely to drain 
externally. 

2. The relation of the sinus tract to surrounding 
viscera, bone, fascial planes and muscle. If the periosteal 
perforation is in the molar region of either jaw and 
distal to the insertion of the buccinator, drainage will 
be to the skin. If it is proximal to the insertions of this 
muscle, drainage will be intraoral, since the muscle 
and its fascia act as a barrier to cutaneous drainage. 

3. The position of the infected tooth. The teeth of 
the lower jaw will tend to drain to the areas of the 
chin, neck and submaxillary region; the teeth of the 
upper jaw to the lower border of the zygoma and the 
infraorbital area. 

4. The extent of the apical abscess and the site at 
which the periosteal rupture of the abscess has oc- 
curred. Pus may dissect between the cortical bone and 
periosteum for a considerable distance before per- 
foration of the periosteum and drainage to the skin oc- 
curs, so that the cutaneous sinus may not be caused by 
a disease of the nearest tooth. 

5. The effect of gravity as a factor determining the 
site of discharge has been repeatedly stressed by several 
authors. 

Although the chin, mandibular area and malar re- 
gions are the common sites of cutaneous drainage, 
unusual cutaneous areas of the face have also been sites 
of sinus formation. These include the inner canthus of 
the eye and the lacrimal apparatus, the latter often 
being mistaken for dacrocystitis. 

Devious and sometimes bizarre courses of drainage 
have been described. These include sinuses to the 
chest, mammary gland and, in one exceptional and 
often quoted case, to the upper thigh. 

The chronically draining cutaneous sinus is caused 
by persistent infection in the mandible or the maxilla, 
which in turn was precipitated by an unextracted in- 
fected tooth or the retained apex of a necrotic tooth. 
As the chronic draining process continues, changes oc- 
cur within the abscess, the sinus tract and the cutane- 
ous lesion. The abscess cavity may become filled with 
a granuloma-like tissue frequently referred to as a 
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“dental granuloma.” Such tissue may actually exiend 
and spread to the opening of the sinus. The wall of the 
sinus becomes fibrotic, producing fixation of the cutane- 
ous lesion to the bone. The drainage, though generally 
purulent in the early phase of the process, becomes 
serosanguineous and, finally, serous. The quantity of 
drainage may vary from profuse to negligible, and can 
cease completely, with crust formation, after an ade- 
quate alternate drainage has developed through the 
root canal or around the gingiva of the infected tooth. 


Differential Diagnosis 


The cutaneous lesion of dental origin may resemble 
many other skin lesions. Anderson mentioned per- 
sistent thyroglossal sinuses, actinomycosis and fistulas 
of branchial and salivary origin. Gurdin and Pangman 
added epidermoid cysts. The most common mistake is 
to confuse dentally-caused lesions with skin epitheli- 
omas. Montgomery presented three cases in 1940. 
Wende and Solomon, in 1942, reported a case that not 
only presented the clinical appearance of an epitheli- 
oma, but after excision biopsy was proved histologically 
to be a squamous cell carcinoma complicating a chronic 
dental sinus. 


Tue Usuat Picture 


The following picture is typical of that observed in 
patients with cutaneous sinuses simulating carcinoma: 
The physician sees a skin lesion that began as a small 
nodule. The lesion grows slowly, painlessly but 
progressively, and finally ulcerates. It remains well 
localized. The discharge may vary in character and 
quantity. Crust formation often occurs and a granuloma- 
like tissue that bleeds easily on trauma, proliferates at 
the ulcer area. The surrounding skin becomes chroni- 
cally inflamed, indurated and later adherent to the un- 
derlying bone. The lesion refuses to heal and may 
persist for years. There are usually no symptoms to 
create a suspicion of deep-seated etiology. 

In formulating the diagnosis, a careful history from 
the patient is very important. A history of an acute 
alveolar dental abscess in a patient with the type of 
cutaneous lesion described should arouse suspicion. 
A long interval between the dental infection and the 
cutaneous lesion does not rule out a dentoalveolar 
abscess as the origin of the lesion. 

With the possibility of such a dental cutaneous sinus 
in mind, a careful examination of the patient often will 
reveal positive findings. Tenderness of a tooth to bite 
or percussion on the suspected side of the mandible 
may signify an underlying chronic abscess. There may 
be both swelling and tenderness in the bone overlying 
such an abscess. The offending tooth shows evidence 
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of devitalization. A cord-like structure may be palpable 
on intraoral examination extending from the sinus 
opening to the alveolus, as described by Gurdin and 
Pangman. When the crust and discharge are cleaned 
from the cutaneous lesion, the sinus opening may be 
visible, and may occasionally be seen draining purulent 
or bloody material at the time of the examination. 
Hypertrophy of the submaxillary or submental nodes 
may be present. 


Diacnostic Arps 


The following diagnostic aids should be employed 
when a cutaneous lesion associated with dental 
pathology is suspected : 

1. The lesion should be explored with a fine malleable 
metal probe. Not infrequently this instrument will ac- 
curately define the sinus tract, enter the abscess cavity 
and even identify the diseased tooth or retained root. 

2. An x-ray of the jaw bones will show an area of 
rarefaction indicating the presence of an abscess, and 
will frequently indicate the tooth in question and 
demonstrate the diseased or retained root. If the ab- 
scess is large the offending tooth may be difficult to 
detect without careful dental examination. Intraoral 
x-ray examinations are of superior value to extraoral 
ones because they may show small areas of rarefaction 
or retained root spicules. The extraoral x-ray may 
define the path of the abscess within the bone, which 
is of particular value in an edentulous patient. 

3. The injection of Lipiodol into the sinus tract may 
demonstrate the extension of the sinus to the jaw, and 
localize the infected tooth or retained root. This method 
may also be helpful in the differential diagnosis of a 
branchial or salivary fistula or a persistent thyroglossal 
sinus. 

4. If actinomycosis is a serious consideration, a cul- 
ture and smear for the ray-fungus should be done. 

5. Biopsy of the lesion is seldom necessary. When 
the above investigation fails to reveal evidence of un- 
derlying dental disease, the cutaneous lesion should 
be completely excised and treated as an epithelioma. 


Treatment 


When a diagnosis of chronic alveolar abscess with a 
fistula to the skin has been confirmed, there is no ques- 
tion about the treatment of choice. It is as follows: 

1. Extraction of the infected tooth, or operative re- 
moval of the retained root or sequestrum. 


2. Curettage of the abscess cavity and of the sinus 
tract. 
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. Plastic revision of the cutaneous scarring in a 


Subsecjrent operation if the cosmetic effect is not 
Satisfa< iorv. 
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Figure 1. Case 1. X-ray of mandible showing retained root that 
was source for cutaneous lesion. 


ILLUSTRATIVE CASES 


The following four patients are presented to illus- 
trate problems of differential diagnosis. All of these 
patients were referred to us because of suspicion of 
skin cancer. 

Case 1. This 77-year-old woman had first noticed a 
small, painless swelling on the left side of her chin eight 
months prior to admission. At the onset, the lesion was 
nontender and had a black discoloration. It soon be- 
came ulcerated and began a persistent but variable 
drainage of pus and blood, with episodes of crust for- 
mation. The lesion enlarged slowly. All of this patient’s 
teeth had been extracted many years before the onset 
of symptoms. 

In the left submental area there was a firm, inflamed, 
indurated lesion that measured 2 cm. in diameter, and 
from which a small amount of thin purulent discharge 
could be expressed. The mouth was edentulous. 

X-rays of the mandible revealed a retained root in the 
area occupied by the left premolar teeth, with an area 
of decreased density around the tooth suggesting in- 
fection (Figure 1). 

When the residual root was extracted and the cavity 
curetted, it was found to be in communication with the 
cutaneous lesion by a sinus tract. Immediate and un- 
eventful healing of the cutaneous sinus resulted, with so 
little residual scar that further surgery was unnecessary. 

Case 2. This 53-year-old woman first noted a small 
skin lesion on her left chin four months prior to ad- 
mission. At the onset, the lesion was small, slightly 
painful, and slow-growing. It finally ulcerated and pro- 
ceeded to drain small amounts of pus and blood. At 
intervals, this drainage would subside completely for 
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Case 2. This skin lesion had been present for four 


Figure 4. Case 2. X-ray showing alveolar abscess at lower left 
canine. This was the source for the cutaneous lesion. 
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several days. The patient gave no history of a toothache 
or an acute apical abscess. 

Examination revealed a depressed, adherent ulcer, 
1.5 cm. in diameter, on the left chin, fixed to the mandi- 
ble. There was some surrounding inflammation, indura- 
tion and crust formation (Figure 2). A small amount of 
thin purulent drainage issued from the sinus opening. 
A probe, passed into the sinus at the base of the ulcer, 
proceeded with ease into the alveolar abscess in the 
mandible in an area of carious and diseased teeth of the 
left lower jaw. 

X-ray of the mandible revealed an alveolar abscess 
around the lower left canine and suggested evidence of 
infection around the root of the first bicuspid (Figure 4). 

Extraction of the affected teeth and curettage of the 
abscess cavity were performed. Its communication with 
the cutaneous lesion was demonstrated. A deforming 
scar on the left chin was revised several months later 
(Figure 3). 

Case 3. A 72-year-old man first noted a small lesion 
in the submental area seven months prior to admission. 
The lesion increased slowly in size, ulcerated and dis- 
charged seropurulent and occasionally bloody material. 

There was a 1x4 cm. ulcerated lesion on the chin 
covered by a bloody crust. There was slight surround- 
ing induration and some adherence to the mandible. A 
pre-be was passed into the ulcer for a distance of 2.5 cm. 
and progressed with ease into an alveolar abscess of the 
mandible: The patient’s teeth were carious and in gen- 
erally poor condition (Figure 5). 

X-ray of the mandible revealed an area of translu- 
cency around the right lower lateral incisor (Figure 7). 

The right lower lateral incisor was extracted, the 
abscess cavity curetted, and demonstration of its com- 
munication with the cutaneous lesion was performed. 
There was immediate, uneventful healing of the cuta- 
neous sinus. The scar, however, may require revision 
at a later date (Figure 6). 

Case 4. This 52-year-old man had suffered from a dis- 
charging tumor of the right cheek for four or five years 
prior to admission. He had had no previous history of 
acute dental disease. His right cheek was uniformly 
swollen at the onset, but the swelling soon localized 
into a small tumor mass. About one year after the tumor 
first appeared, it was excised. It soon recurred, however, 
with a discharging sinus at its base. The discharge was 
purulent and varied in quantity. An x-ray of the teeth 
taken at time of onset had indicated no disease. 

Examination revealed a longitudinal scar of the right 
cheek with a dimple in the center. The dimple measured 
about 1 cm. in diameter, with a small discharging sinus 
at its base. Probing failed to reach any bony structure. 
Adherent to, and above the dimple, there was a firm 
subcutaneous mass, about 2 cm. in diameter. The over 
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Figure 5. Case 3. Indurated submental Figure 6. Case 3. Final result ae ex- Figure 7. Case3. X-rays showed bone 


skin lesion. traction of diseased tooth. 


rarefaction around right lower lateral in- 
cisor. This was the origin of the cutaneous 


lesion. 


Figure 8. Case 4. Firm skin lesion with Figure 9. Case 4. Appearance of patient Figure 10. Case4. X-ray showing retained 
discharging sinus. after extraction of molar root and excision of root of first molar and bone rarefaction. 
inflammatory mass from cheek. 


lying skin was normal in appearance but adherent to 
the mass (Figure 8). 

X-ray of the right upper molars revealed a retained 
root of the first molar with a zone of lessened density 
about it. There was marked absorption of the alveolar 
processes (Figure 10). 

The retained root of the right upper first molar was 
extracted, and probing from the socket revealed the 
sinus tract communicating with the dimple on the right 
cheek. ‘Ihe mass on the cheek persisted, however, and 
gave rise to another attack of acute inflammation. Two 
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months after the inflammation had entirely subsided, 
the entire mass together with the dimpled area was ex- 
cised. This mass of scar tissue was found to extend as 
far as, and to be adherent to, the maxilla at the site of 
the right upper first molar. Histologic examination re- 
vealed chronic granulation tissue lining a subcutaneous 
sinus. The patient made an uneventful recovery (Figure 
9). 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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Sterilization of the shin has been made easier 

by the availability of an agent that is antiseptic, 
penetrating, acid, cleansing and nonirritating. 

These properties make the agent useful in skin diseases 


caused or complicated by infection— 


acne, diaper rash, impetigo, cradle cap, 


boils, to name a few. 


Therapeutic Applications of an Antiseptic Detergent 


BY FRANCIS T. HODGES, 


San Francisco, California 


ONE OF THE OUTSTANDING ADVANCES in the prevention 
of surgical infection has been the development of a 
number of new agents that achieve a very satisfactory 
degree of skin sterilization. With them, both the sur- 
geon’s hands and the surgical site can be made vir- 
tually bacteria-free for long periods. Before their ad- 
vent, skin sterilization was largely a compromise. The 
abrading effects upon the skin of vigorous scrubbing 
with strong soaps rendered the skin more likely to re- 
tain contamination. Surgeons’ hands usually bore the 
marks of this prolonged scrubbing, and in the winter, 
chapping, cracking and bleeding fissures were the in- 
evitable result of doing much surgery. There may not 
have been the phenol gangrene, nephritis and pul- 
monary necrosis of the days of Lister’s carbolic sprays 
and washing, but there still had not been found a 
wholly suitable means of cleansing and sterilizing the 
skin. It seems that a break-through has been made in 
the war against skin pathogens by the agents now com- 
monly used. 


Problems of Skin Sterilization 


The very nature of the human skin makes it the one 
essential material in the operating room the most dif- 
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ficult to sterilize, and the one most necessary to. Mechan- 
ical cleansing can achieve a high degree of oligosepsis 
of instruments, gloves and the like, and the strongest 
chemical and thermal agents may be used on them; 
but sterilization of the human skin has always been sub- 
ject to some concessions. It still is, but to a degree that 
is now almost negligible. 

The skin is living. It must not be injured by physical 
or chemical agents. It is an effective barrier, when un- 
broken, protecting against invasion from outside or- 
ganisms. The skin has its own carefully maintained 
chemistry which should not be harmfully altered. It is 
physiologically acid. It is porous; interrupting its sur- 
face are the myriad foramina of the sweat glands and 
the hair follicles. In addition, papillae and crevices 
modify its surface smoothness. It is readily evident 
that skin sterilization, or even cleansing, must be 
greatly complicated by the problem of penetration to 
the subsurface adnexa. Furthermore, there must be 
some ridding of crevices, pores and follicles of their 
usual sebum, perspiration and detritus, bacteria-bear- 
ing as they are. 

A preparation is required that will be penetratingly 
cleansing, acid in reaction like the skin (pH about 5.5), 
and containing a germicidal agent effective against @ 
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wide range of pathogens. There must also be neither 


local injury to the prepared skin nor harmful systemic 
effect by absorption, and there must be a low allergenic 
index. 

It is not required that we here examine the long list 
of preparations in vogue at one time or another. They 
are harmful, like phenol, iodine, bichloride of mercury, 
or worthless, like Mercurochrome. 

The vogue of many different colored dyes some- 
times gave false reassurance when applied to the sur- 
gical site. The dye was there, but what was the degree 
of sterilization ? 

Developments within the last decade have made it 
possible to obtain satisfactory sterilization of the skin. 
First, the newer germicidal agents are far more eflec- 
tive. Much experience appears to confirm hexachloro- 
phene as the one presently most suited to the require- 
ments of a skin germicide. Its use in scrub prepara- 
tions is accepted in most hospitals. 

More is required. however, than germicidal action. 
The vehicle must be a penetrating agent with low sur- 
face tension that will carry it into pores and crevices; 
there must be an effective cleansing action; the prepa- 
ration must be friendly to the skin. 

Soap has always had undesirable qualities, as der- 
matologists know. Being alkaline, it upsets the normal 
skin acidity. 

Soap is keratolytic and prone to produce irritation, 
and it exacerbates many dermatoses. 

Hexachlorophene with soap is more effective in re- 
ducing the skin bacteria count than soap alone, but 
not sufficiently so. In vitro studies indicate that the 
effectiveness of hexachlorophene is somewhat reduced 
by excess alkalinity. 

To succeed, then, the germicide—in this case, hexa- 
chlorophene—must be aided by a cleansing agent, one 
that will carry it to the points in the skin that are the 
sites of residual contamination. 

A concomitant development in this “detergent era” 
has provided us with an acid, nonsoapy, sudsing, 
cleansing material that is bland in its effect upon the 
skin. 

An emulsion of an ether sulfonate with lanolin, 
cholesterol and petrolatum, it is the practical fulfill- 
ment for the remainder of the postulates. 

In this emulsion containing 3 per cent hexachloro- 
phene (pHisoHex), we have a highly effective non- 
alkaline, nonsoapy, penetrating, germicidal skin cleans- 
er with lasting residual action. A growing list of ref- 
erences attests to the safety of a short surgical scrub 
with it (three to five minutes) and the equal safety of 
the preparation of the patient’s skin with it, without 


the need for “paints” with other commonly used anti- 
septics. 
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Therapeutic Uses 


Because of its efficacy in the surgical uses here de- 
scribed, it has occurred to many that it has character- 
istics that might make it suitable for certain therapeutic 
uses. A considerable number of dermatologic condi- 
tions will yield rapidly to treatment when nonirritating, 
germicidal cleansing of the skin is achieved. Much the 
same requirements and conditions prevail as in sur- 
gical preparation, plus the already altered status of the 
skin in these conditions. 

Various investigators, including the author, have 
used this agent, and there are a number of reports 
available upon their studies. Thus far, I have seen 
none attempting to compile a list of these applications 
of pHisoHex. In these conditions, infection is a pri- 
mary, or a complicating, factor. pHisoHex has been 
used as a principal therapeutic agent in all of them. 

In every instance, the technique of use is about the 
same. The preparation is applied much as would be a 
liquid soap, with abundant water for sudsing, and with 
later thorough rinsing, although there are numerous 
cases in which it was desirable to allow the suds to re- 
main on the skin for about five minutes before rinsing. 
It is used as a cleansing agent, not as a lotion. The 
only cases seen in which skin irritation was thought to 
be traceable to the pHisoHex were those in which this 
admonition was disregarded, and the patient applied 
the full strength liquid without water and without 
rinsing. 

In those cases requiring deep penetration, a pre- 
liminary washing and rinsing, followed at once by a 
repetition of the process, was believed to be desirable— 
comedones, oily skin, severe acne. 

The frequency of application was dependent upon 
the condition. In acne, the best results were obtained 
with at least three daily washings. With diaper rash, 
cradle cap or intertrigo, once daily was adequate. 

In some conditions, other measures were used con- 
currently. Ultraviolet applications, dietary measures, 
chemotherapy, vaccines, in certain cases of acne; local 
applications of hydrocortisone lotions in some ec- 
zemas; Burow’s solution packs in certain acute der- 
matoses ; antibiotics in impetigo. 


ACNE VULGARIS 


The results in a series of 42 cases followed over a 
period from three to 18 months have been most en- 
couraging. Most of these patients had previously had 
trials of the standard treatments, with mediocre suc- 
cess. 

All patients were given the usual dietary advice, par- 
ticular stress being placed upon the need for shunning 
the sweet shops, and other misdemeanors of teen-agers, 
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the commonest victims of acne. Most of the usual 
creams, lotions and ointments were dispensed with. 
A number with frank secondary infection were given 
courses of chemotherapy or antibiotics. In cases with 
deep pitting, scarring and abscesses, it was explained 
that present treatment was for the purpose of clearing 
present acne, not to correct past damage. Sanding, 
planing and other restorative measures were not here 
considered, although their later use would surely be 
more favorable in the absence of activity. A mild peel- 
ing agent was felt to be desirable, and ascending doses 
of ultraviolet irradiation, to maintain slight erythema 
and desquamation, were administered, as indicated. 
X-ray irradiation was not prescribed. 

Ail patients were instructed to cleanse the acne 
areas, within the bounds of practicality, four times a 
day. Emphasis was placed upon leaving a lather of suds 
in place about five minutes before thorough rinsing. A 
pore-closing cold water rinse was then used. During 
treatment, dryness of the skin was not considered un- 
desirable. All patients were advised to carry a small 
plastic squeeze bottle so that there would be no excuse 
for skipping a mid-day wash. 

At weekly visits, progressively increased ultraviolet 
irradiation was administered, using the Hanovia thera- 
peutic flood-type of lamp, usually beginning at 30 
seconds, at 18 inches. 

The results were uniformly encouraging, and far 
excelled my results with the many measures usually 
advocated. 

No patient failed to improve. There was a direct re- 
lationship between thoroughness and persistence in 
treatment and the benefit obtained. Induration de- 
clined almost immediately. There was a prompt de- 
crease in coalescence of lesions. New ones were fewer, 
and reached a “head” sooner, and subsided, as well 
as appearing more superficial. Comedones disappeared, 
oiliness of the skin cleared up. Several patients volun- 
teered that their skin felt ‘squeaky clean.” Two pa- 
tients who had previously sought sanding or planing 
and had been refused because of extreme pustular ac- 
tivity, were accepted by dermatologists for that treat- 
ment after a few weeks of the cleansing regimen. 

Seventeen patients were discharged from active 
treatment after periods ranging from eight to 20 weeks. 
In these cases, nc new acne lesions were observed at 
the time of discharge. They were warned to continue 
washing with pHisoHex, although not so vigorously, 
and to persist in the observation of their dietary 
regimen. 

The others, all benefited, had some new crops of 
pustules, usually of minor nature. There was pro- 
nounced lessening of disfigurement, even in those with 
old and extensive alteration of skin contours. Girls 
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showed somewhat more of a tendency to relapse, es- 
pecially at the time of menstruation. Where thicker 
skin areas were affected, as in the posterior surface of 
the neck and shoulders, response appeared to be 
slower. 


Draper Rasy 


Few babies escape this annoyance at some time. 
Ammoniacal decomposition of the urine from bac- 
terial action keeps an irritating, macerating alkaline 
poultice in constant contact with delicate skin. Soap 
residues on inadequately rinsed diapers enhance this 
action, and incomplete sterilization permits the re- 
quired bacterial culture of urea-splitting organisms. 
Waterproof rubber and plastic pants inhibit evapora- 
tion. Maceration, warmth, alkalinity and bacterial ac- 
tion are an annoying complex. 

pHisoHex, physiologically acid, cleansing and anti- 
septic, is a logical antagonist. Daily bathing of the 
diaper area, or the whole baby, will produce dramatic 
results. Over a hundred babies in my series have been 
so managed. No rash has failed to clear within a few 
days, not even those that customarily appear as pro- 
tein feeding is augmented. Only two cases showed ir- 
ritation probably traceable to the cleansing agent, but, 
in each one, it was found that the mother had disre- 
garded instructions, and had used the pHisoHex as a 
lotion, instead of rinsing after bathing. It is believed 
that diaper rash is now a needless affliction of infancy. 


IMPETIGO 


In skin infection, with any of several varieties of 
staphylococci, ridding of the skin of these pathogens is 
a primary goal in treatment to prevent spread and re- 
infection. Probably nowhere is guilty self-examination 
so evident as in the hospital nurseries plagued with 
puzzling outbreaks in the newborn. Most of us know 
of hospitals, proud that no impetigo can erupt in their 
carefully run nurseries, at last humiliated by a dis- 
tressing outbreak of cases. Reports have appeared, de- 
scribing the effective control resulting from the use of 
pHisoHex as a routine bath for all newborn, and pre- 
scribed scrubbing of the hands of all nursery personnel. 

A San Francisco hospital, two years ago, expe- 
rienced repeated cases in a meticulously managed 
nursery. It was subjected to the usual painstaking 
scrubbing and cleansing, but cases continued to ap- 
pear. Then a regimen, as described heretofore, was in- 
corporated. No cases of impetigo in the newborn have 
appeared in the suceeding two years. 

The troublesome impetigo seen so often in children 
of school age which ravages many a classroom is well 
adapted to treatment with pHisoHex. Its value here 's 
as much in its protection of the uninvolved skin areas 
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as in treatment of the lesions themselves, because of 
its residual, penetrating, germicidal effect. It softens 
the crusts covering the vesicles and ulcerations, per- 
mitting germicidal action at the actual site of the in- 
fection. 

Systemic treatment and other local therapy is often 
indicated, but a daily full bath with pHisoHex, and 
thrice daily cleansing of involved areas, has been found 
invariably to simplify treatment and hasten recovery. I 
advocate the prophylactic bathing of other members of 
a family in a similar manner. 

Other pyodermias have been found to respond simi- 
larly, when pHisoHex has been used as a cleansing 
and germicidal agent. 


Cradle Cap 


This seborrheic deposit, seen in some infants, wor- 
ries the family more than the attending physician. It 
is often difficult to remove the crusts with the usual 
soaps and baby oils. Vigorous efforts may inflame the 
underlying skin. pHisoHex has proven valuable and 
appears to clear up most cases when used as a routine 
shampoo. 


Scabies 


There are two goals in treatment. The primary one 
is removal of the cause—the mites that burrow in the 
skin and deposit their eggs. The care of secondary in- 
fection, usual in severe cases, may be a longer process 
than removal of the infestation. pHisoHex baths are 
most helpful here, following use of scabicides. 


Furuncles and Carbuncles 


Anyone who has observed the development of satel- 
lite lesions will welcome a skin sterilizing agent to pre- 
vent formation of new foci from self-inoculation. 
pHisoHex washing of the skin has greatly reduced this 
complication. In this same category may be mentioned 
the tendency of paronychia to be multiple. Prophylac- 
tic hand washing with pHisoHex is helpful. 


Other Conditions 


In cases of chickenpox, the permanently scarring 
lesions are usually the secondarily infected ones. Simi- 
lar skin cleansing with pHisoHex appeared logical. 
With its use, the crusting ulcerations were found to 
heal more rapidly. 


Its applicability to a wide variety of skin conditions 
in which infection was a complicating factor, if not a 
precipitating one, appeared obvious, and these com- 
plications were thought, in practice, to be distinctly 
lessened or alleviated by simple cleansing with pHiso- 
Hex. These conditions included eczema, epidermo- 
phytosis, tinea cruris, intertrigo, onychomycosis, om- 
phalitis, flea and insect bites, herpes zoster and sim- 
plex, some contact dermatoses, sycosis, psoriasis, 
pruritus ani and vulvae, and ringworm of the scalp. 
As previously noted, exacerbation of dermatoses was 
not observed when the preparation was rinsed away 
after cleansing. The well-known irritating qualities of 
soap are avoided when pHisoHex is used as the cleans- 
ing agent. Precautions against the use of water were not 
deemed as important as previously. 

Several other uses of pHisoHex are worth mention- 
ing. It has been found effective in controlling the ex- 
tremely objectionable foot odor in several cases of 
bromidrosis and has been used similarly in axillary 
odors. My diabetic patients are instructed to use it for 
foot bathing because of the familiar predilection to in- 
fection. One investigator reports a 90 per cent drop in 
such infection. 

I use it routinely in the office in cleansing of trau- 
matic wounds, particularly the floor- or cinder-burn 
type, in which embedded dirt must be flushed out, or 
brushed out. It causes no stinging, and does not irri- 
tate tissue. It is a useful, cleansing vaginal douche. 
It is particularly effective when irrigating ears to re- 
move cerumen plugs—about 10cc. in a pint of fairly 
hot water—and, in a number of cases of moist, mem- 
branous otitis externa, has aided in healing through 
its cleansing and germicidal action. It is a bland lubri- 
cant for passage of instruments such as urethral 
sounds, speculae, etc. Incidentally, it may prevent a 
successful “take” if there is a residue of it remaining 
on the skin when smallpox vaccination is done. 

If pHisoHex is in contact with iron for any period, 
it will show a reddish-brown stain, but this is reported 
not to affect the properties of this preparation. It is 
best to use nonmetal containers. 

Observing the tortured scratching of my mangy 
Irish setter, it seemed reasonable to try it on the dog. 
Followed a thorough pHisoHex bath, repeated in a 
week. Vets take notice: the scratching stopped and 
the mangy spots cleared! 


Dr. Hodges died August 16, just a short time after submitting 
his article to GP. 

An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


es- 

ker 

of 

be 

ne, 

ac- 

ine 

yap 

his 

Te- 

ns. 

ra- 

ac- 

iti- 

the 

tic 

en 

few 

ro- : 

ir- 4 

ut, 

re- 

| 

red 

cy. 

of 

18 

re- 

on 

ith 

ow 

ell 

lis- 

de- 

of 

re- 

el. 

pe 

ed i 

ing 

Ap 

in- 

ave é 

ell 

iS 

eas 

er 5 GP Nc. omber 1956 89 


Seizures may be divided into those occurring in patients 

with idiopathic epilepsy, and those occurring as one manifestation 
of a specific brain disease. In the latter (symptomatic epilepsy), 
mental retardation and personality defects are usually the result 


of the basic lesion—infection, degeneration, tumor or trauma. 


Frequent grand mal seizures of idiopathic epilepsy 


also occasionally result in reduced mental capabilities— 

due to repeated anoxic episodes. However, all of these are unusual. 
The common cause of personality alterations in patients 

with seizures is the attitude of society. 

Reacceptance of the epileptic by his friends and neighbors 

is the major factor in the prevention of personality problems. 


Personality Problems Associated with Seizures 


BY FRANCIS M. FORSTER, M.D. 


Georgetown University School of Medicine 


Washington, D.C. 


This is the fourth in a series of five articles sponsored by 
the District of Columbia Society for Crippled Children. 


EPILEPSY IS THAT CONDITION in which patients may 
have seizures. It is not actually a disease in its own 
right, but represents a constellation of entities. Before 
launching into the major portion of this essay, it is 
worth while to describe the various kinds of seizures. 


Types of Seizures 


Usually when one speaks of convulsive seizures, the 
type of attack that comes immediately to mind is the 
major convulsion—the grand mal epileptic seizure. 
This, in its typical form, is frequently preceded by a 
warning that is followed by a cry, loss of consciousness 
and stiffening of the whole body followed by shaking. 
In convulsive movements, tongue biting and urinary 
incontinence often occur. After the attack, the patient 
is drowsy and sleepy. On awakening he has a headache 
and muscle aches. 

In contrast to the grand mal seizure is the petit mal 
seizure—the little attack. This consists of short epi- 
sodes of staring and loss of consciousness, sometimes 
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associated with jerking movements. These attacks last 
less than a minute, usually happen more than once a 
day and occur in children. 

Another type of seizure, not understood until re- 
cently, is the psychomotor seizure. This is character- 
ized by purposeful psychic or motor activity that is 
irrelevant and for which the patient has amnesia. This 
type of seizure is more common in adults. It arises 
from a lesion in the temporal lobe or lobes. 

There are, in addition to these types of seizures, 
focal kinds of attacks such as the motor seizure, limited 
to one side of the body, which begins in one part and 
spreads. The entire seizure is clonic and is not as- 
sociated with loss of consciousness. This is known asa 
Jacksonian motor seizure, and is due to a lesion in the 
motor region. There are also a number of kinds of 
hallucinatory attacks that are due to lesions in their 
respective areas of the brain. 


IDIOPATHIC AND SYMPTOMATIC EPILEPSY 


It is still correct to speak of epilepsy as being 
divisible into two groups, the idiopathic or essential 
and the symptomatic epilepsy. The idiopathic epilepsy 
is that which is most likely to have a hereditary basis, 
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is characterized by generalized dysrhythmia in the 
electroencephalogram and is not due to other disease 
of the brain. 

Symptomatic epilepsy is due to other diseases of the 
brain such as a scar or brain tumor or degenerative 
disease, and is more frequently characterized by focal 
types of seizures like psychomotor epilepsy. It presents 
a focal electroencepalographic abnormality. 


Seizures as a Cause of Retardation 


It is entirely proper to ask ourselves whether seizures 
can affect the mental functions of patients. It is quite 
obvious that during the time of a seizure that is charac- 
terized by loss of consciousness, a patient is not able 
to obtain knowledge. In this way, there may be inter- 
ference with function. For example, a child in school 
having petit mal seizures may miss a considerable 
amount of information imparted by the teacher. This 
is not only due to the amount of time the patient is 
unconscious, but to the difficulty in regaining the trend 
of thought after the short individual seizures. This, 
however, does not fundamentally affect the mental 
process directly or inherently since the child’s capa- 


Figure 1. Young colored male injured by mechanical saw. X-ray 
studies real bone defect of the right frontal area. Dilatation of the 
night frovio! horn of the ventricle. 
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bilities are essentially unaltered. By and large, the 
minor seizures themselves offer no particular threat in 
this regard. 

The patient who has frequent major seizures or 
grand mal seizures, however, may, in the course of 
time, suffer sufficient brain damage to have a decrease 
in mental capabilities. This is due to the fact that 
during the clonic and tonic phases, there is a prolonged 
period of apnea and cyanosis. The resulting cerebral 
anoxia may lead to destruction of brain tissue. 

One needs only to stand in the operating room and 
note the changes in the exposed brain ofa patient who 
undergoes a major seizure. The marked congestion 
and cyanosis make one shudder to think of the damage 
that may be caused to the brain. However, there are 
many patients who have had hundreds and indeed 
thousands of seizures, and are carrying on a very 
creditable existence in life without any real indication 
of severe mental damage because of seizures. The 
physician should feel the need and urge to control all 
seizures with an almost miserly sense of conservation 
of brain tissue on the one hand, and yet on the other, 
maintain utmost optimism regarding the patient who 
has suffered a number of seizures. 


f 


However, Table 1 presents some of the more frequent 


causes of convulsive seizures. The factors that are im. 
portant from the standpoint of personality changes in 
The most important factor in alterations of mental __ the patients with these various diseases are (a) the 
function is the brain lesion that causes the seizures. _ location and extent of the disease process, (b) whether 
This is particularly true in patients with symptomatic _ the disease is static or progressive, and (c) the pos- 
epilepsy. The very word “epilepsy” strikes terrorinthe _ sibilities for successful therapy. 
hearts of most parents of children with seizures because Lesions of the frontal and temporal lobes are most 
as soon as they hear the word they recall a retarded _apt to be associated with personality changes, whereas 
youth in their early environment, usually with marked _lesions of the parietal and occipital lobes are least apt 
organic deficit and seizures. ‘to be so associated. 
It is important to realize that the brain damage that 
gives rise to the organic deficit and the retardation is FRONTAL Lope Lesions 
the cause of the seizures. In these instances, the Lesions of the frontal lobe must usually be bilateral 
seizures are merely symptoms of brain damage, and so _in order to produce very much of a defect. This is the 
is the mental retardation. The inability to recognize _ so-called organic mental defect, with impairment of 
this fact has been as important as the mysticism of | judgment and mathematical ability, often associated 
medieval days in attaching a stigma to epilepsy. with facetiousness, inappropriateness and loss of 
anxiety or the potentiality for anxiety. 
Figure 1 presents the pneumoencephalogram of a 
patient who had a brain injury as a result of a pene- 
Virtually every disease of-the central nervous sys- _ trating wound. A mechanical saw broke loose from its 
tem, and many of the systemic diseases, have been _— moorings and penetrated his skull, producing the bone 
indicted from time to time as the cause of seizures. defect and damaging one frontal lobe underlying this 


as Coexistent independent Symptoms 


Diseases Causing Seizures 


Figure 2. X-ray studies of an 8-year-old boy with mental retardation on the smaller right side of the cranium, the tilting upward of the 
and convulsive seizures precipitated by sudden noises (startle epi- floor of the skull. The pneumoencephalogram reveals dilataton of 
lepsy). Note the asymmetry of the head, the thickness of the bone cover ventricles, porencephalic dilatation on the small side of cranium. 
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wound. As can be seen in the air studies, the ventricle 
on the side of the wound is larger and shows a definite 
tenting in the lateral view. Despite this damage to one 
frontal lobe, there was no change in the emotional or 
personality factors of this patient. He had grand mal 
sezures which were focal as shown by the electro- 
encephalographic studies and were very well con- 
trolled with Dilantin sodium. This then, is a brain 
injury with seizures but without mental changes, and 
indicates that unilateral frontal lobe seizures need not 
be associated with mental changes. 


TemPporAL Lose LESIONS 


Lesions of the temporal lobe, when they occur in the 
dominant hemisphere, produce an aphasia that makes 
it very difficult to evaluate the personality of the 
patient. However, when the lesions do not involve the 
speech centers, these patients often present a very 
unusual and peculiar syndrome. The patient is very 
superficial in many of his relations with his fellowmen, 
and one has the feeling that there are some schizoid 
factors present. These patients are often “sticky”’ in 
their interviews. They produce very little that is 
relevant and to the point, and yet are loath to let the 


examiner leave. They cling emotionally to the examiner. 
This is associated with some inappropriateness. 

The clinical defect due to brain disease is also 
dependent upon the nature of the disease. If the 
process is static, the degree of clinical defect may be 
overcome by compensation. We have come to think of 
the brain as a mosaic pattern, with each area of the 
mosaic having its own specific function. However, this 
is not quite accurate, for there is a considerable overlap 
of functions from one area to another. It is possible, 
particularly when a lesion is not progressing, for a 
considerable degree of compensation to take place. 

When the lesion is progressive and is continuing to 
destroy brain tissue, the clinical defect will naturally 
be more obvious and will not remit. 

The following cases are examples of the various 
types of neurologic diseases associated with seizures 
and in which personality changes occur. 

Case 1. An 8-year-old child whose entire develop- 
ment had been retarded, had some paralysis of the left 
side of the body. This had been noted at birth and had 
persisted. The child was so retarded that it was not 
possible to obtain a sufficient degree of rapport for a 
good evaluation. He preferred to sit, spinning objects 


Figure 3 /) lectroencephalogram of the same patient as in Figure 2. 
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The elec: vencephalogram i ts somewhat slow, prior to the introduc- 
tion of «: oud noise. There is muscle artifact due to the start of the 
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child, then the spiking discharges can be seen in the right temporal 
leads, followed by a generalized discharge associated with a grand 


mal seizure. 
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on the floor, and would do this constantly. Whenever 
there wasa sudden noise to startle him, he would pro- 
ceed into a seizure with head and eyes turning left. 

X-ray studies of this child showed that the right side 
of his head was smaller than the left, that the cranium 
was thicker on the right, and that the base of the skull 
was elevated on the right. The pneumoencephalogram 
indicated a slight dilatation of the left lateral ventricle 
and a marked dilation of the right with a porencephalic 
cyst (Figure 2). In the electroencephalogram the pro- 
duction of a loud noise produced a spiking discharge 
from the right temporal region, proceeding into a 
generalized dysrhythmia (Figure 3). 

This is an instance of an antenatal or very early 
post-natal lesion, most likely a hemimalformation of 
the cerebrum with failure of development. There were 
compensatory changes in the skull. The total picture 
was an association of seizures, mental retardation and 
organic deficit. The seizures were not the cause of the 
mental retardation but were due to brain damage. 

Figure 4 shows the brain of a patient who died of 
general paresis. Note the marked atrophy, especially 
over the frontal half of the brain. Paresis is a disease 
comprised of a triad of findings. These are in the 


Figure 4. Brain specimen of a patient who died of general paresis, 
showing atrophy ot the cerebral cortex, particularly in the frontal 
portion. 
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psychiatric, neurologic and laboratory sphere: The 
psychiatric manifestations, however, are mark | and 
often may be the only symptoms leading to the diag. 
nosis of the disease, particularly in the early stages, 
These psychiatric manifestations are in the realm of 
mood and intellect. 

In addition to organic mental changes, the paretic 
psychiatric picture can be divided into several types, 
First is the euphoric, elated, manic type which is quite 
characteristic, and strangely, always has a facetious 
note about it. These are the patients who will give 
you a million dollars and a car token. Another is the 
depressed type. Sometimes the psychiatric picture 
presents simple deterioration. 

Obviously here, convulsive seizures are of no im- 
portance in the cause of the disease or of the per- 
sonality change. Fortunately, the incidence of paresis is 
rapidly decreasing. Where it once comprised some 15 
per cent of the cases of seizures occurring late in life, 
paresis is now a rare entity. 


DEGENERATIVE DISEASES IN CHILDREN 


There are a number of degenerative diseases of the 
nervous system in children. The most important for us 


Figure 5. Section of brain of patient with psychomotor sevzures. Brain 
tumor in the left temporal lobe. This is a highly malignant glio- 
blastoma multiforme. 
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may be roughly divided into two groups—(a) those 
associated with fatty degeneration of the nerve cells, 
such as amaurotic familial idiocy, and (b) those asso- 
ciated with degeneration of the myelin of the cerebrum, 
such as Schilder’s disease. Fortunately these diseases 
are uncommon. They are characterized not only by the 
presence of seizures, but by gradual deterioration of 
the patient’s intellectual functions and by flattening of 


the mood. 


TuMOR 


Figure 5 shows sections of the brain of a patient who 
died of a glioblastoma multiforme, one of the most 
malignant of the brain tumors. This patient’s tumor 
was in the right temporal lobe. 

He had had psychomotor seizures for a period of 
years. He was a school teacher and had one of these 
attacks during a general conclave of the entire school, 
and during the playing of the “Star Spangled Ban- 
ner.” At this time, instead of rising and singing, he sat 
in his chair and rubbed the arms of his chair. This was 
in the course of a psychomotor seizure for which he 
had a total amnesia. In addition to this, he showed the 
peculiar withdrawn personality with some flattening of 
affect, and what might be called indifferent anxiety. 
Medical therapy failed to control his seizures. The 
tumor was otherwise entirely quiescent. At operation 
the connections were severed between the anterior 
temporal lobes (from which his seizures originated). 
Immediately after this he had a sort of rebound pheno- 
menon with marked euphoria and easy affability. This 
persisted for several months until his seizures re- 
curred. This is highly indicative that the lesions of the 
temporal lobe producing seizures in psychomotor pa- 
tients are also causes for this peculiar personality of a 
temporal lobe patient. 

This is better exemplified by another patient who 
had temporal lobe seizures over a period of ten years 
which could not be successfully treated by medication. 
He had a first operation that was not entirely success- 
ful in that the seizures recurred several weeks after the 
operation. The patient retained his personality 
change, however, immediately after the operation and 
it was only after a second operation which rendered 
him seizure-free that he showed a marked alteration in 
his personality. 


Role of Society's Attitude 


The major causes for personality changes in the epi- 
leptic are not those that have been touched upon up to 
this point. Obviously a patient with a progressive, 
severe disease, especially one that is destroying brain 
issue cither by invasion or by degeneration, may be 


GP November 1956 


expected to demonstrate some defects in personality 
or intellect. However, these are the unusual cases of 
epilepsy. Of far greater importance in the development 
of personality changes is the attitude of society. 

While it is quite likely that there is some particular 
personality problem occurring in patients with tempo- 
ral lobe epilepsy, it must not be overlooked that their 
type of seizure makes them especially prone to poor 
handling by their friends and colleagues. Some of these 
patients have major seizures in addition to psycho- 
motor seizures, so they are labeled epileptic very 
obviously. In addition to that, their psychomotor 
seizures are such as to cause them considerable embar- 
rassment. Many patients disrobe during psychomotor 
seizures. Some patients void regardless of where they 
are. Many of them drool and grunt, many of them 
speak irrelevantly and even irreverently. All of these 
things violate the social amenities. 

Years ago I took care of a patient in Philadelphia 
who had a responsible job at a nearby firm. He was a 
regular church member and liked to play bridge with 
his neighbors. However, he began to have seizures of 
the psychomotor type during which he would grunt, 
rub his thighs, and drool. These were usually inter- 
preted as a form of masturbation. First his employer 
informed him that they were going to retool his part of 


DISEASES PRODUCING SEIZURES 
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the business and they would call him when they 
wanted him, but they did not call. Then his neighbors 
and friends began to lose interest in playing bridge, 
and he was gradually cut off from these social activi- 
ties. He still went to church until one day during 
services he had one of the attacks. People on both 
sides of him quickly left the pew. It is small wonder 
that he became anxious, depressed, withdrawn and 
indifferent. 

Medical therapy was unsuccessful but an excision of 
the anterior part of the temporal lobe relieved him of 
his seizures. He was reinstated in his job and in the 
good graces of his bridge-playing friends, and it was 
possible for him to return to church. He very quickly 
adjusted well. That he should have developed an 
“epileptic personality” is not difficult to understand. 


Indeed the problem is even worse for young:r peo. 
ple. They are called “‘fitzy” in school, are not asked on 
dates or out to parties or into car pools. They are left 
out of social gatherings. In India, the pariah has been 
inured over the centuries to his untouchable status, 
but the epileptic in a democracy has an entirely differ. 
ent problem. He is not inured, does not wish to be 
inured and should not be. 

About 80 per cent of epileptics can have thieir sei- 
zures controlled. The major problem today is the re- 
employability of the epileptic and his reacceptance by 
society. This is the place where all the people inter- 
ested must put forth their greatest efforts, whether 
they be teachers or physicians, social workers or 
nurses, lawyers or legislators, industrial or labor union 
executives. 


Use of Autopsy in Medical Education 


Tue autopsy is a focal point for the comprehen- 
‘sive integration and correlation of all knowledge 
applicable to medicine, particularly the basic sci- 
ences and the clinical specialties. The autopsy, 
properly performed and interpreted, orients this 
information to the patient as a whole just where 
it is of greatest value and interest to the physi- 
cian. It helps to train the student in the art as well 
as the science of medicine. The adaptation of the 
pathology organ recital with expedited follow-up 
studies can be used tu promote a more effective 
use of the routine autopsy in medical education. 
The modern autopsy can be a potent instrument 
for correlative teaching and research. 

The autopsy can help attain these desired 
objectives without additional time or complex 
changes in the curriculum; without superimposed 
additional administration and committee meet- 
ings; without disruption of teaching schedules, 


routine service function, or departmental organ- 
ization; without additional cost; and without any 
interference with other simultaneous experiments 
in medical education. 

Autopsy material is ideal for demonstration and 
teaching at the graduate as well as the under- 
graduate level and is invaluable for program and 
conference material. It could be used advanta- 
geously to introduce television effectively into med- 
ical education, with potential general and financial 
benefits for the teaching faculty and the medical 
schools, 

The autopsy service can be a unifying force in 
an institution and promote cooperation and cross 
fertilization between separate disciplines. The 
promotion of an autopsy service promises to arrest 
the growing tendency to relegate the autopsy to 
the status of a manual service chore, assigned to 
the lowliest member of the staff, and to restore 
this procedure to its historic position of impor- 
tance in medical education.—ALFReD A. ANGRIST, 
M.D., JAMA., 161:303, 1956. 
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The physician’s responsibility for the care of patients 

with senile agitation cannot cease with discharge 

from the nursing home. If improved levels of behavior and 
interpersonal relationships have been achieved in the institution, 
an effort must be made to maintain them. 

A field study conducted on 20 such patients, with careful evaluation 
by a physician, a social worker and the patients’ families, 

revealed that chlorpromazine therapy achieves this goal. 
Maintenance doses of this drug permit patients 

with senile agitation to lead fuller, more normal lives. 


Chlorpromazine in the Home Treatment 
of the Agitated Senile Patient 


BY EDWARD SETTEL, 


Forrest Hills Nursing and Rehabilitation Center 
Forrest Hills, New York 


THERE IS NOTHING more satisfying to the physician in 
geriatric practice than to observe the transformation of 
an abusive, destructive or otherwise seriously dis- 
turbed senile patient into a normal or near normal 
human being. We naturally feel a certain amount of 
pride when we can return to his family a patient who 
was previously thought to be permanently incapaci- 
tated. 

When a patient’s symptoms have abated so that he 
no longer needs to be hospitalized, we classify the 
results of treatment as “‘excellent.” But the senile pa- 
tient’s problems are not merely medical. Returning the 
patient to the environment from which many of his con- 
flicts originally arose; putting him in close contact 
with other members of the family, each with his own 
personal antagonisms and aggressive feelings, may set 
up a chain of reactions in the patient that will re-create 


the anger and hostility responsible for the original 
agitation. 


Value of Chlorpromazine in the Nursing Home 


In a previous paper (GP, December, 1955), I re- 
ported on a study of chlorpromazine (Thorazine) in 
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treating 60 severely agitated senile patients in a mod- 
ern nursing home. The drug produced good to excel- 
lent results in 93 per cent of the patients. Thirty-four 
patients (60 per cent) were able to live at home with 
the aid of maintenance doses. However, the most ex- 
acting criterion for determining an “excellent” re- 
sponse is not that the patient can leave the institution, 
but that he can adjust more or less normally to the 
considerably greater stress of life outside the institu- 
tion. If the patient, although manageable, is still bur- 
dened with symptoms of agitation, or if his agitation 
has merely been replaced by a vegetative passivity, 
then the physician’s pride in his results are not, per- 
haps, fully justified. Therefore, a field study was under- 
taken in the belief that what happens to the patient 
after his discharge is equal to or more important than 
the improvement he demonstrated in the nursing 
home. It was hoped that the study would answer two 
questions: When chlorpromazine is given for an ex- 
tended period of time, is the senile patient more likely 
to develop side effects? Is the improvement in behavior 
and interpersonal relations obtained in the nursing 
home carried over into the much more traumatic 
environment of everyday life? 
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PREVIOUS BEHAVIOR PROBLEM (principal sy ) 


INTERVALS (if any) between disch and 


BEHAVIOR CHANGE: 


Dated of Visit: 


PROFILE CHART 


Number of Visitors: 


Appetite: Good ) Poor { overeats 


EATING HABITS 


Eating tehavior; Good { } Adequate {. Poor ( } 


Diet; Varied ( monotonous 


Tremor when eating? ves { ) wo { } 


Comment 


aver, hours of sleep per night hrs, Restless { } 


‘| steer Steers with Vignt on ( ) Mgnt off ) 


urine { ) 
Stoo! { } 


@uring day 
Guring day { 


during night ( ) 
during might { ) 


incent inence; 


Up during sleeping hours { } 


Sleeps guarded ( } unguarded ( } 


rarely { ) 
rarely 


frequently { } 
frequently } 


Keeps self clean: yes { ) no { } washes self ( } 


Keeps cloths clean and neat: » no f 
PERSONAL HYGIENE ) 


Attention to personal hygiene: above average ( } average { 


Gresses setf: yes } 


needs help to wash { } 


} Below average { } 


Hostile 
Destructive { 
Dishonest ) 
Memory Defect { 


PERSOWALITY TRAITS | (check where appropriate) 


aggressive { } friendly { 
“Bossy” { manageable ( 

Poor Judgment. Other 


has a joo { ) 
‘Other: 


part-time { fuli-time ) 


OCCUPATIONS 


Works around the house nothing } 


never ( ) 
occasionally 


Reads — frequently ) occasionally { ) 
Listens to T.V., radio — frequently 
Other: (games, etc.) 


RECREATIONS 


never { ) 


Exce 
with Family { 
Friends { 
Physician { 
Clergy 


RELATIONSHIPS 


ADDITIONAL COMMENTS: 


Figure 1. The profile chart. 


Method for Study of Discharged Patients 


The study was conducted for eight months (April to 
December, 1955) on 20 discharged patients (nine men, 
11 women) all of whom had suffered from senile agita- 
tion of sufficient intensity to make their presence at 
home unbearable. They ranged in age from 61 to 86. 
Their admission diagnoses are given in Table 1. Their 
periods of hospitalization ranged from four to 15 
weeks. All had been successfully treated with chlor- 
promazine. Nine were maintained on doses of 10 mg. 
twice or three times daily; 11 on doses of 25 mg. three 
or four times daily. 

Originally, 65 patients were chosen for this study; 
however, only 20 could be followed up thoroughly. Of 
the 35 who could not be followed, ten died before the 
study began; 15 were not interested in being part of 
the study; and ten were actively opposed to the study. 
The possible significance of the fact that 25 patients 
would not cooperate is discussed later. 

When the patient was discharged, his family was 
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instructed in the use of the drug, and alerted to recog: 
nize any possible side effects. The most responsible 
member of the family was given a card on which he 
could record the daily progress of the patient for ten 
days. At the end of each ten-day period, the card was 
returned to the nursing home and exchanged for an- 
other. A summarized report on the patient’s physical 
condition was provided for the family physician. When 
indicated, urinalyses, blood counts and blood chemis- 
tries were done to rule out hepatic and renal damage 
or blood dyscrasia. The physician’s summary report! 
contained space to record the results of these tests. An 
additional “summary report” was kept on file at the 
nursing home, and any necessary additional informa- 
tion was added to it from time to time. 

Every three to four weeks each patient was visited by 
a psychiatric social worker and, frequently, the writer. 
In addition to making progress notes at each inter- 
view, the social worker recorded changes in the pa 
tients’ behavior on specially designed ‘Profile Charts” 
(Figure 1). 
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Results of Treatment 


During the course of the study, maintenance ther- 
apy was interrupted in four patients. The families of 
two patients decided to withdraw the medication from 
the patients because they “‘seemed to be doing so 
well.” Within a few days (four in one case, five in the 
other) the signs of agitation returned. Upon the re- 
sumption of chlorpromazine, the agitation subsided. 

One patient developed a rash and the family physi- 
cian immediately withdrew chlorpromazine. It was 
subsequently learned that another drug had caused the 
skin reaction and chlorpromazine was resumed. The 
family reported that the agitation occurred in full 
force during the two weeks chlorpromazine had been 
withdrawn, and subsided promptly when the drug 
was given again. 

One instance of mild jaundice occurred in a 73-year- 
old man who had required several 50-mg. parenteral 
doses to control a relapse phase. The jaundice sub- 
sided ten days after withdrawal of chlorpromazine. It 
proved to be a biliary stasis type of hyperbilirubinemia, 
as demonstrated by liver function studies. Small oral 
doses were cautiously begun again after a four-week 
interval. The drug produced effective pacification and 
there was no recurrence of the jaundice. 

One other patient showed signs of agitation while on 
chlorpromazine. The signs became evident after three 
months of treatment with 10 mg. three times daily. She 
was controlled, though not completely, by raising the 
dose to 25 mg. four times a day. Through an error, she 
was again given the lower dose and to everyone’s sur- 
prise once more became quiet and completely man- 


ageable. 


RESULTS FOR SpEcIFIC BEHAVIOR PATTERNS 


Eating Habits. In 18 of the 20 patients, the eating 
pattern at home remained as good or better than it had 
been at the nursing home. The remaining two were 
always finicky eaters, and remained so despite the ad- 
dition of a vitamin formula to their regimen. This 
category included over-all table habits, variety of food 
ingested, appetite and the presence of tremor while 
eating. 

Sleeping Pattern. Generally, the sleeping pattern of 
the group equaled or surpassed that previously ob- 
served at the nursing home. The average duration of 
their relatively untroubled sleep was eight to nine 
hours. Only three of the 20 required a light in the 
bedro. mm. 

Ince vtinence. Whereas six of the 20 had been inconti- 
nent of urine before chlorpromazine, and three re- 
maine! incontinent while under nursing home tran- 
quiliz::\ion, only one persisted in bed-wetting at home. 


. 
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Personal Hygiene. Aspects of personal hygiene and 
cleanliness presented a more complicated phase for 
analysis. Families were requested to observe bodily 
cleanliness, desire to wash and dress unaided, care of 
clothes and pride in appearance. 

Nineteen of the 20 families noted moderate to 
marked improvement in personal hygiene. Only one 
individual was described as “‘just as slovenly and care- 
less” as he had been before treatment. All five of the 
octogenarians required assistance in washing and 
dressing but this fact was ascribed, without exception, 
to feebleness or arthritic limitation rather than to any 
positive attitude of carelessness. 

Occupation. It was thought that any manifestation of 
quasi-creative activity would represent a creditable and 
wholesome effect of chlorpromazine from a sociopsy- 
chologic viewpoint. None of the 20 patients observed 
had been less than a troublesome and expensive burden 
to the families involved. 

There was a measurable degree of functional restora- 
tion in seven patients. Most of the remaining 13 were 
too old or too debilitated to perform duties of any 
consequence. Of the seven, three contributed toward 
the household chores (light cleaning, shopping, put- 
ting out garbage, walking dog) ; two were able to go to 
their former businesses two or three times a month 
“to help out”; four of the women assisted in preparing 
and cooking food. Many of the families admitted re- 
luctance in assigning tasks involving real responsibility 
for fear the patient might get into difficulty. 

Personality Traits. Fourteen distinct personality traits 
were put under scrutiny (see Figure 1, Personality 
Chart). Basically, the effect of chlorpromazine in di- 


Simple senile agitation 

Postoperative senile agitation 

Cerebral arteriosclerosis with agitation 
Anxiety neurosis with agitation 
Psychosis with agitation 
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minishing or entirely eradicating any of the phases of 
agitation (hostility, restlessness, anger, aggressiveness, 
assaultiveness, destruction and petty thievery) pre- 
vailed effectively. A marked leaning toward gregarious- 
ness, a desire to love and be loved and greater manage- 
ability continued to be prominent. 

In enly one instance, that of the 73-year-old man 
mentioned before (diagnosed as having “mild senile 
psychosis with agitation”), was there a complete rever- 
sion to his previous state of anger, hostility and excite- 
ment. He was eventually calmed down with 50-mg. 
parenteral doses of chlorpromazine and gradually re- 
stored to the oral 25-mg. tablet three times daily. 

Recreation. Sixteen of the 20 patients returned to old 
forms of recreation, mostly of the passive type (radio, 
television). Five of the 20 began to play cards again; 
six resumed reading such material as newspapers, 
magazines and the Bible; four of the group preferred to 
sit in a comfortable chair doing nothing. 

Social Relations. The desire of the patient to engage 
in social activity requiring a higher degree of interper- 
sonal relations was regarded as a higher form of adapta- 
tion. Arbitrarily, the writer set up as key indicators 
the ability to get along better with (1) family; (2) 
friends; (3) the physician in attendance; and (4) the 
clergy. 

Twelve of the 20 made measurable advances in social 
relations in all four categories. The remaining eight 
held on to single or multiple hostility hangovers. The 
doctor remained the object of some distrust in four 
cases; the members of the immediate family in three 
cases; and outside friends or relatives in three cases. 
In no instance was there any evidence of anger toward 


the clergy reported. 
Swe Errects 


Except for the case of jaundice reported above, drow- 
siness was the only side effect noted. Drowsiness was 
rarely of sufficient intensity to require other than d- 
amphetamine (Dexedrine). No other evidence of side 
reactions or toxicity occurred during the eight-month 
period of observation. 


PATIENT AND Famity OpposIrION 


To indicate the problems involved in the follow-up 
care of old people, it may be apropos to discuss, briefly, 


some of the negative results of the study. Twen -fiye 
patients, because of their own or their families’ w shes, 
were either passively or actively opposed to this siudy, 
Families often feel a strong sense of guilt about com- 
mitting their aged relatives to an institution. Patients 
feel a strong sense of shame at having to be there. No 
matter how pleasant the institutional environment, nor 
how effective the therapy, neither patients nor their 
families like to be reminded of what was, to them, a 
humiliating experience. The visits of the social worker 
are an obtrusive reminder as, to a lesser extent, is the 
medication. That is why so many patients refused to 
enter the study, and why a few families withdrew the 
medication. 


SIGNIFICANCE OF RESULTS 


This eight-month field study is, as far as I know, the 
first attempt to determine the fate of the chlorproma- 
zine-treated senile patient after his return from the in- 
stitution. It was, of necessity, a comparatively limited 
study. Because of the broad medical and social burden 
that senility is to the community, it is hoped that larger, 
more comprehensive studies will be undertaken not 
only to learn the results of therapy, but also to devise 
an adequate system of follow-up care. The physician’s 
responsibility both to his patients and to the community 
should not end with a cordial good-bye at the doors of 
the nursing home. 

The results in the patients who were studied revealed 
that maintenance doses of chlorpromazine enable the 
once seriously disturbed senile patient to be restored 
to a functional state compatible with his return to so- 
ciety. 

The results also indicate that the possibility of 
increased side effects resulting from prolonged use of 
the drug is fairly negligible. In agitated seniles, the ad- 
vantages of chlorpromazine therapy far outweigh the 
slight dangers it may entail. 

Chlorpromazine represents an important milestone 
in the treatment of senile agitation. It frees the families 
of patients from much anxiety and worry as well as 
from the expense of custodial care. It enables the pa- 
tient to live a fuller, more normal life as an accepted 
member of the community. The advent of chlorproma- 
zine has provided a dynamic new approach to treating 
the problem of senile agitation. 


GP Volume XIV, Number 5 


| 
Wea 
| 
| 
4 
‘ 
| 


pASIC SCIENCE REVIEW 


Electrophoresis 


BY JOHN C. ROSE, M.D. 
Associate Editor, GP 


“COLLOIDAL” PARTICLES are relatively large—perhaps 
up to 500 millimicrons in diameter (1 millimicron = 
1 millionth of a millimeter). However, they are not 
large enough to settle out by gravity. Separating dif- 
ferent colloidal particles in their dispersion medium is 
a difficult problem. It is a highly important one, 
though, if one only considers the proteins of the plas- 
ma. In order that their functions may be studied, these 
colloids must be separated. 


Movement of Charged Particles 


Colloidal particles carry electrical charges. If an 
electrical current is passed through a colloidal system, 
the colloid will pass to the anode if it carries a negative 
charge, or to the cathode if it has a positive charge. 
Proteins, however, are complex. They bear a number 
of positive and negative charges arising from the pres- 
ence of carboxyl, amino and other groups in the mole- 
cule. The “net” charge—positive or negative—is de- 
termined by the pH of the dispersion medium or 
solution. 

The pH at which the positive and negative charges 
of a protein are balanced is known as its “isoelectric 
point.” Proteins differ in their isoelectric points, and 
so, at any given pH, they will have net charges of 
different magnitudes. This is the basis for electro- 
phoresis. According to the magnitude of their charge, 
different proteins in a mixture of proteins in an elec- 


trical field will migrate toward the electrode at different 
velocities. 


“Moving Boundary” Method 


By adding a suitable buffer, the pH of plasma may 
be adjusted to a value alkaline to the isoelectric points 
of all the proteins present. They will then all carry 
negative charges of different magnitudes. In the classi- 
cal method of Tiselius, plasma is placed in a U-tube, 
and the buffer solution, free of protein, is carefully 
layered over the plasma. The boundary between pro- 
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Figurel. Sketch of filter paper pattern of normal serum proteins, 
with a diagram that illustrates their relative concentrations. Note 
that albumin migrated from the origin with the greatest velocity. 


tein and buffer is sharp. When electric current is ap- 
plied to the ends of the tube, the proteins migrate into 
the protein-free buffer, producing moving boundaries 
—various proteins migrating at different rates accord- 
ing to the magnitudes of their net charges. Using rather 
complex optical systems, the positions and relative con- 
centrations of the plasma proteins in the tube are deter- 
mined, 

Although a powerful research tool, this method of 
protein separation is complicated and expensive, and 
requires relatively large amounts of plasma for study. 
Fortunately, borrowing some principles from the ana- 
lytic method known as paper chromatography, the less 
expensive and less time-consuming technique of “paper 
electrophoresis” was developed. 


Paper Electrophoresis 


A strip of filter paper is soaked with a suitable buffer 
solution, and each end placed in a vessel which con- 
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tains buffer solution and an electrode. A current is 
then passed through the paper, and a small quantity of 
the plasma placed on the strip. Migration of proteins 
toward the anode then occurs. The protein zones on 
the paper are made visible by the addition of a dye that 
combines only with proteins. 

After a period of time (depending on the current, 
the pH and other factors), the proteins are well sepa- 
rated, and the current is disconnected. The concen- 
tration of dye in the paper (indicating the concentra- 
tion of protein) is then determined with either a 
colorimeter or a photometer, or by cutting the paper 
into short sections and extracting the dye. 

Many modifications of paper electrophoresis and 
types of apparatus have appeared in recent years (as 
is clearly evident when one attends a scientific meeting 
at which instrument manufacturers are exhibiting their 
products). However, their underlying principles do 
not differ. 


Electrophoresis has permitted the study o! many 
important complex organic substances. In particular, 
it has expanded our knowledge of blood prote::s and 
their functions more than any other methoi. The 
simpler paper electrophoresis has brought this tech- 
nique into the clinical laboratory. 

Figure 1 is a drawing of a typical paper strip of nor- 
mal serum proteins, and a diagrammatic representation 
of their concentrations. Normal patterns reveal five dis- 
tinct proteins in serum, as shown. (In plasma. a sixth 
is present—fibrinogen.) The functions of these frac- 
tions are coming to light. Antibodies seem located in 
the gamma globulin fraction. This fraction is elevated 
in diseases in which an antigen-antibody system is in- 
volved—and, of course, this zone of the pattern is ab- 
sent in agammaglobulinemia. Undoubtedly, electro- 
phoretic studies of blood plasma, serum and other 
body fluids will continue to make important contri- 
butions to our understanding of disease processes. 


Causes for Complete Heart Block 


Acute myocardial infarction 


Nonacute coronary 
artery heart disease 


Hypertensive heart disease 


Rheumatic heart disease 


IN A REVIEW OF 251 cases of complete heart block, Penton, 
Miller and Levine assigned the condition to the causes 
shown in the accompanying diagram. (Circulation, 13:801 
1956.) 
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SURGICAL REMOVAL of tonsils and adenoids is the most 
frequently performed operation in modern surgery. 
Either in an elaborately equipped hospital operating 
room or on the kitchen table of a country farmhouse, 
the procedure has been executed thousands of times 
by the highly trained specialist or the general practi- 
tioner, with results, in a huge proportion of cases, of 
great benefit to the patient. 

Largely because of the frequency with which ton- 
sillectomy, with or without adenoidectomy has been 
performed and because of the usually rapid and un- 
complicated convalescence, the general public and, to 
some extent, the medical profession, have inevitably 
come to regard the procedure as at least a “minor,” 
if not a trivial one. In the larger hospital clinics par- 
ticularly, it is difficult to impress upon all those who 
share in the care of the patient that, despite its seem- 
ing freedom from any untoward sequelae, any tonsil- 
lectomy can occasionally, often without any warning, 
be followed by certain complications. If such compli- 
cations are not given prompt and expert attention, 
they may quickly convert a situation of absolutely no 
concern into a serious or even desperate threat to the 
patients health or occasionally to his very life. One 
such complication is postoperative hemorrhage. 
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Primary or secondary bleeding from the site of a tonsillectomy 
or adenoidectomy is always a potential complication. 
It may occur after the most meticulous technique. 


Post-Tonsillectomic Hemorrhage 


BY LYMAN G. RICHARDS, M.D. 
Cambridge, Massachusetts 


The surgeon must ensure that bleeding is recognized 

at the earliest possible moment. He then takes prompt steps 
to assure its control by whatever means he deems advisable. 
To trust, in such situations, even in God and to indulge 

in the optimistic hope that bleeding will cease spontaneously 
may often be successful but may, 
when least expected, result in tragedy. 


In the earlier days of tonsil surgery it was customary 
to remove only the hypertrophied portion of the ton- 
sils (tonsillotomy). The frequency of postoperative 
hemorrhage led to the abandonment of this method 
and the almost universal adoption of the procedure of 
tonsillectomy whereby the complete tonsil is carefully 
dissected from its bed in the tonsillar fossa with re- 
sultant elimination of subsequent bleeding. If adequate 
care is exercised to ascertain that there are no open 
vessels left unligated in the tonsil fossa, that no rem- 
nant of tonsil tissue is inadvertently left unremoved, 
then theoretically at least, post-tonsillectomic bleeding 
should not occur. Nevertheless, it is never safe to make 
this assumption to the extent that the possibility of 
bleeding is forgotten or disregarded. The close observa- 
tion of the patient by competent personnel is essential 
if an occasional postoperative hemorrhage is to be 
recognized at the earliest possible moment. 

The removal of adenoid tissue by whatever method 
the surgeon may select carries with it an even greater 
threat of potential postoperative bleeding for the reason 
that, unlike the tonsil, this mass of lymphoid tissue in 
the nasopharynx does not lie within a single enveloping 
capsule of connective tissue but is attached on an ir- 
regular base to the pharyngeal wall. This wall contains 
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a veritable network of blood vessels that are inevitably 
severed by any method of adenoideetomy. 

Unlike the vessels of the tonsil fossa, those in the 
adenoid bed usually cannot be ligated individually. 
Control of bleeding is commonly effected by firm pres- 
sure against the bleeding surface with some form of 
gauze tampon. Provided that adenoid tissue remnants 
are not left behind, that the severing blade of the aden- 
otome or curette has not been engaged too deeply in 
the nasopharyngeal wall and that all bleeding has 
ceased before withdrawal of the tampon, the vast ma- 
jority of adenoidectomies give rise to no further 
bleeding from the site of removal. Nevertheless, as in 
the case of tonsillectomy, it is unsafe to assume that 
such bleeding will not occur, and every precaution 
must be taken to recognize its existence as soon as 


possible. 


Prevention 


In the consideration of any form of postoperative 
hemorrhage, it goes without saying that any preopera- 
tive condition likely in any way to lead to subsequent 
bleeding should be recognized. Measures should be 
taken to eliminate it, or possibly the operation should 
be canceled unless it is of extreme urgency (a qualifica- 
tion seldom fulfilled by tonsillectomy). Any patient 
about to undergo removal of the tonsils or adenoids 
should be known to be free of any serious blood condi- 
tion suchas a marked anemia, any tendency to abnormal 
bleeding, a lowered platelet count, a familial history of 
hemophilia or other blood disease, any manifestations 
of possible leukemia—indeed, of any condition that 
might predispose to postoperative bleeding. At times 
such preliminary consideration may demand careful 
blood examinations, but the time and money spent in 
making such an investigation are nothing by com- 
parison with the kind of severe hemorrhage that has 
been known to follow tonsillectomy in a patient having 
a coagulation defect. 

A consideration of such blood investigation at once 
raises the question of the value or necessity of routine 
bleeding time and clotting time tests on every pros- 
pective patient. This procedure, in a variety of forms, 
has been thoroughly studied and evaluated. Many 
operators, as a purely precautionary and protective 
measure, make it a fixed routine; in the huge majority 
of operations, it is omitted unless especially indicated. 
It is the opinion of the most competent laryngologists 
that the results of tests of bleeding time and clotting 
time are highly misleading with respect to postopera- 
tive hemorrhage after tonsillectomy. Patients with nor- 
mal bleeding time and clotting time bleed quite as fre- 
quently as those with prolonged ones, and vice versa. 
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Certainly, if patients or parents or hospital prec: ‘ent 
call for this examination, it should be carried out, 
However, its omission in an otherwise normal paiient 
cannot be regarded as negligence or inadequate pre- 
operative preparation. 

Despite all foreseeable prevention, every tonsillec- 
tomy or adenoidectomy has the potential for postoper- 
ative bleeding. Early recognition of its existence is the 
key to avoidance of anything more than a temporary 
interruption of normal convalescence. It is only when 
recognition is delayed that dangerous complications 
may arise. 


Recognition of Hemorrhage 


Since the earliest days of surgery, the classical evi- 
dences of hemorrhage have been pallor, a steadily rising 
pulse rate, restlessness, thirst and a falling blood pres- 
sure. Any considerable experience, however, quickly 
leads to the recognition that these evidences of bleed- 
ing are quite unreliable. At best, they can be viewed 
only as evidence of a loss of blood that is long past the 
stage at which it should be recognizable. Patients may 
be actively bleeding from the tonsil bed or nasopharyn- 
geal wall without any of these cardinal signs. 

Such delayed recognition is accentuated if, as in the 
case of most children, the operation has been per- 
formed under general anesthesia. The siow recovery 
from anesthesia permits bleeding without any overt 
manifestations such as expectoration of blood, dripping 
of blood from the nose, or vomiting of blood. It is far 
less likely that bleeding will go unrecognized after a 
local anesthesia, as the patient will be apt to recognize 
the bleeding himself as soon as the local effects of the 
anesthesia have worn off. 

Bleeding after tonsillectomy and adenoidectomy is 
commonly divided into two major categories—primary 
bleeding occurring within two to eight hours after oper- 
ation, and secondary bleeding which usually takes 
place between the fifth and eighth postoperative days. 
The former is potentially the more serious and more 
difficult to control, but the secondary hemorrhage can 
sometimes be quite obstinate and must not be regarded 
lightly. These timing figures are by no means hard and 
fast. Primary bleeding may represent bleeding that has 
never been completely checked from the moment the 
patient leaves the operating room, and secondary bleed- 
ing may rarely appear even as late as the tenth or 
twelfth postoperative day. Bleeding in children more 
commonly follows adenoidectomy than tonsillectomy 
in a ratio of about five to one. Rarely indeed does 
bleeding occur from both sites at the same time. If 
tonsillar, the bleeding is commonly unilateral, but mul- 
tiple sites of hemorrhage are always possible. 
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There is only one dependable procedure for ascer- 
taining that a patient is bleeding. This procedure is 
the direct inspection of the throat and pharynx with 
good light, to give a completely satisfactory view of 
each tonsil fossa and the posterior pharyngeal wall. In 
the absence of active bleeding from a tonsil bed, the 
fossa will show no accumulation of clotted blood—at 
most only a thin film of blood-stained mucus. A soft, 
friable and persistently accumulating bright red clot 
in either fossa is undeniable evidence of abnormal 
bleeding from some point in the tonsil bed. To assume 
that the tendency for the blood to clot is sufficient 
reassurance that bleeding will stop spontaneously is 
highly risky. 

Evidence of active bleeding from the bed of the ade- 
noid is manifested either by overt bright bleeding from 
the nostrils or by the presence of blood running down 
over the posterior pharyngeal wall. The latter is more 
common and, unfortunately, less readily detected ex- 
cept by direct inspection since the patient, if asleep, 
may swallow large quantities of blood before the vomit- 
ing of bright blood discloses the true nature of the 
situation. Many patients vomit blood postoperatively 
after a general anesthetic, but such blood, usually 
swallowed during the operation, is almost always dark 
and mixed with stomach contents. It is the vomiting of 
bright blood that should at once raise the suspicion of 
active and uncontrolled bleeding, and should call for 
prompt inspection of the throat. 

Untrustworthy indeed is the wishful hope that an 
elevated position in bed, the application of an ice collar, 
the administration of sedatives or even the injection of 
any variety of hemostatic agent can safely be relied 
upon to check active bleeding following tonsillectomy 
and adenoidectomy. Such bleeding is a distressing 
event to the patient or his parents and surgeon. The 
explanation for the need of returning him again to the 
operating room is unpleasant, but the first duty of 
the surgeon, once convinced that active bleeding is 
taking place, is to check it quickly and completely. 

In most cases today the patient is still in the hospital 
at the time active bleeding is detected. Hence, he can 
be returned to the operating room where the best facili- 
ties are available for control of the bleeding. To at- 
tempt control in the ward or bedroom is only to handi- 
cap the surgeon and prolong the patient’s discomfort. 
There is no substitute for a well-organized operating 
room, and the availability of every needed facility will 
pay big dividends when least anticipated. 


Control of Tonsillar Bleeding 


Control of tonsillar bleeding requires some form of 
anesthesia, to facilitate the surgeon’s work and adds 
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immeasurably to the patient’s comfort. A preliminary 
injection of morphine will almost always allay the pa- 
tient’s apprehension when he is faced with a return to 
the operating room and with the possibility of a second 
anesthetic. Moreover, morphine itself is effective in at 
least retarding the bleeding and may at times, when 
bleeding is minimal and the patient under close scrutiny, 
provide complete hemostasis. 

In the case of tonsillar bleeding in an adult and, 
hence, more cooperative patient, the first and most 
important step is the removal from the tonsil fossa of 
the fresh, soft, friable clot to reveal the site of the 
bleeding. This can sometimes be accomplished by 
simple suction, but more often it will be found better 
to grasp the clot between the fenestrated blades of a 
sponge-holding forceps. Several grasps may be neces- 
sary, as the clot frequently breaks, and the entire clot, 
which often fills the fossa, must be removed. The mo- 
ment this is accomplished, a cotton pledget, held in a 
long-handled hemostat and soaked in 2 per cent co- 
caine and Adrenalin, should be inserted into the fossa 
between the pillars. It is held firmly in place by pres- 
sure made laterally against the surface of the tonsil bed 
for at least long enough to accomplish two aims: (1) 
the anesthetization of the adjacent raw tissues, and 
(2) control of active bleeding to the point that brief re- 
moval of the cotton pledget under good illumination 
will reveal the location in the fossa of the point of ac- 
tive bleeding. This point may be at the base, the central 
portion, or the apex of the fossa. Such transitory pres- 
sure may be quite inadequate to control the bleeding 
for more than a few seconds, but the detection of the 
point from which the bleeding is coming is the very 
heart of successful control. 

This preliminary application of pressure to the fossa 
will usually be tolerated without undue discomfort or 
objection by most adults, though the tendency to gag 
varies with different individuals. Reassurance and 
gentleness play a big part in obtaining the patient’s 
cooperation. 

Once the specific point of bleeding can be visualized 
and at least temporarily brought under control, a 
number of procedures are available for permanent ar- 
rest of the bleeding. Their dependability varies in- 
versely with their simplicity. 

The local application of some cauterizing agent, such 
as silver nitrate or chromic acid, has long been utilized 
to control points of minor bleeding. However, in the 
tonsil bed, any active bleeding is quite likely to vitiate 
cauterization by washing the caustic off as fast as it is 
applied. Even if temporarily effective, bleeding is quite 
likely to recur with any slight rise in blood pressure or 
with swallowing. In general, therefore, cauterization is 
quite unreliable. 
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Figure 1. Method of inserting a curved needle to ligate a bleeding 
vessel held in the grasp of a long-handled hemostat. The view here is 
that seen when the operator sits at the patient’s head facing the 
latter’s feet. 


(The use of such caustics as a chromic acid bead or 
silver nitrate stick will sometimes check a slight ooze 
from a superficial bleeding point in muscle but is of 
no avail for gross bleeding from a terminal artery or a 
torn vein.) 

Of more value is the injection of a few drops of pro- 
caine just beneath the surface of the tonsil bed in close 
proximity to the point of active bleeding. The results 
of this method must be closely watched before deciding 
about its effectiveness in permanent control of bleeding. 

A surer way to achieve complete arrest of active 
bleeding is the direct application to the source of 
hemorrhage, once the latter has been identified, of a 
finely pointed, long-handled tonsil hemostat. As long 
as the bleeding point is a single one, and it usually is, 
this will nearly always stop the hemorrhage. From that 
moment, the surgeon feels in complete control of the 
situation. The patient also quickly recognizes that he 
has ceased to bleed. The whole picture changes from 
one of anxiety and apprehension to one of calm and 
confidence. 

There then remain three possible methods of pro- 
cedure. The simplest and often most dependable is to 
leave the clamp locked on the vessel, allowing the pa- 
tient to close his mouth over it and rendering this 
somewhat odd arrangement quite tolerable by adequate 
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sedation. Provided the clamp is left on for se\eral 
hours, it is rare indeed to see any further bleedi:.y. 

Somewhat more in accord with classical survical 
principles is the application of a ligature over the end 
of the bleeding vessel while it is still grasped by the 
clamp. This is often not so easily accomplished 4s its 
literary advocates would lead one to believe. It is some- 
times difficult to place the knot entirely beyond the 
pointed ends of the hemostat, particularly if their grasp 
includes some of the tissue surrounding the bleeding 
vessel. The ligature may thus be insecurely anchored 
when the clamp is removed. A number of special 
clamps have been devised for the purpose of applying 
such a ligature, but like other ingenious surgical de- 
vices, they sometimes work better in demonstrations 
than in emergencies. 

Given adequate anesthesia and a cooperative patient, 
no method of bleeding control is equal to the direct 
suturing of the bleeding vessel with a short, stout, so- 
called tonsil needle. A figure-of-eight catgut stitch 
(Figure 1) is taken about the vessel while it is still held 
in the grasp of the hemostat. Some traction by the latter 
on the tissue in its grasp will greatly facilitate the in- 
sertion of the needle, which should enter the tissue as 
superficially as possible but still deeply enough to fore- 
stall any risk of the stitch pulling out when the ends 
are drawn taut and tied. 

In the case of children the above measures may oc- 
casionally succeed without resort to a general anes- 
thetic, but if bleeding is active and requires more than 
a minimal amount of manipulation, general anesthesia 
must usually be given. If the physical condition of the 
patient precludes a second anesthesia, there remains 
only the resort to firm, but gentle, restraint, the in- 
sertion of a self-retaining mouth gag and the adoption 
of one of the aforementioned methods of completely 
arresting the tonsillar bleeding. 


Adenoid Bleeding 


Bleeding from the site of adenoid removal is almost 
always manifested by the appearance of bright blood 
at the nostrils or by blood seen trickling down the pos- 
terior pharyngeal wall. Here the problem is still more 
troublesome. Such bleeding is, of course, far more 
common in children in whom adenoidectomy is much 
more frequently performed than in adults. Because of 
its location behind the soft palate, the source of bleed- 
ing is more difficult to visualize or to control in the 
same manner as in the case of the tonsil. Moreover, 
such a source may be a multiple rather than a specific 
and isolated one, thus precluding the application of 
hemostat, pressure, cauterization or ligation. Oozing 
from numerous points in the venous plexus lying in 
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Figure 2. Method of introduction of a postnasal packing for adenoid 
hemorrhage. a. Two small rubber catheters have been passed, one 
through each nostril until their closed ends are recovered through the 
mouth. To each catheter end is then tied a silk thread, the other end 
of which is attached to a postnasal pack. The catheters are then 
withdrawn from the nose, pulling the silk threads after them 
through each nostril. b. The postnasal pack is then grasped with a 
curved hemostat and, while the soft palate is elevated with a retractor, 
the pack is inserted behind the palate and firmly packed into the 
upper portion of the nasopharynx. c. Firm traction is made on the 
two silk threads in order to maintain the position of the pack, the 
ends of the threads being tied together over a small piece of gauze 
anteriorly—(1) and (2). Note the third accessory string (3) tied 
to the other end of the pack, to be brought out at the corner of the 
mouth and anchored to the cheek to facilitate removal of the pack. 


the pharyngeal wound can be most persistent and in a 
surprisingly short time can promote a considerable 
loss of blood. 

Virtually the only safe and dependable method of 
control of bleeding after adenoidectomy is by the in- 
sertion into the nasopharynx of some form of tampon 
or gauze pack large enough to cover the entire denuded 
pharyngeal surface. It is held in place against the 
bleeding area by means of braided silk threads drawn 
out anteriorly through the nostrils. 

In adults such a postnasal pack can usually be in- 
serted under local anesthesia, 10 per cent cocaine solu- 
tion being first applied on a curved applicator behind 
the soft palate. With children it is preferable and 
certainly far pleasanter for both patient and surgeon 
to utilize a light general anesthetic. However, if the 
patient’s condition in any way contraindicates a second 
anesthesia, a postnasal pack can be inserted without it. 

The ideal form of postnasal pack is one constructed 
ofa lump of lamb’s wool wrapped in two to three layers 
of surgical gauze which are tied around the wool at the 
open end to enclose it as one would tie the neck of a 
bag of grain (Figure 2). The two strings at the neck are 
left long, while a third string is sewn to the base of the 
sack and likewise left long. 

As a preliminary to the placement of such a pack, 
small rubber catheters of a diameter appropriate to the 
patient’s size are passed through each nostril into the 
nasopharynx and downward into the throat until the 
ends appear below the soft palate. Here they are 
grasped with a hemostat and brought out through the 
mouth, still leaving the other end of each catheter 
protruding from each nostril. 

To the oral end of each catheter is then attached one 
of the two strings from the neck of the pack. The soft 
palate is then elevated and drawn forward with a palate 
retractor to afford as wide an approach as possible to 
the postuasal space. The postnasal pack is then grasped 
with a hemostat, and traction is made on the nasal end 
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of each catheter until each string is drawn out through 
each nostril. The pack meanwhile is carried upward 
behind the soft palate into the nasopharynx against 
the posterior wall. Here it is firmly pressed while trac- 
tion is maintained on the two strings. The pack can 
often be still more firmly seated by introducing the 
finger behind the palate to insure the best possible 
contact with the bleeding area. 

The pack must be large enough to fill the naso- 
pharynx but not so large as to produce a resultant 
bulging of the soft palate. Too small a pack may fail to 
control the bleeding and too large a pack may tend to 
slip downward into the pharynx. The surgeon should 
have a variety of sizes of packs to choose from. 

The two strings, drawn quite taut anteriorly, are 
then tied across a gauze pad in front of the nasal 
columella. These strings will hold the pack against the 
bleeding area provided it has been placed in proper. 
position. 

Great care should be taken to see that the strings 
are tight enough since gradual dislodgment of the 
pack to a point where it can dangle loosely in the naso- 
pharynx may cause choking. 

The third string, attached to the base of the pack, is 
brought out through the mouth and attached with 
adhesive to the outside of the cheek. Its purpose will 
shortly be apparent. 

If the pack is to be inserted under general anesthesia 
and the patient’s condition is causing no concern, it 
is always wise to inspect and palpate the postnasal 
space in order to detect any remnants of adenoid tissue 
inadvertently left at the time of operation. Such rem- 
nants are important factors in primary hemorrhage and, 
if present, should be removed by whatever technique 


the operator chooses. While all bleeding may cease 
following such tissue removal, it is usually unwise to 
forego packing lest bleeding continue in spite of » com- 
plete adenoidectomy. 

Regardless of what method is used to control |iemor- 
rhage from the tonsil and adenoid beds, with or with- 
out general anesthesia, the primary requisite is the 
certainty that the bleeding has been controlled. Noth- 
ing is more disconcerting to the surgeon, presuming 
that all is well, than the ominous ring of the telephone 
which informs him that his patient is again showing 
signs of active bleeding. A second effort at control 
carries a greater risk. 

Despite assurance that bleeding has been completely 
checked, all patients should be closely watched by 
special nurses who are thoroughly familiar with such 
cases. Anesthetized patients with postnasal packing 
must be particularly observed lest the pack become 
dislodged and lest the patient’s tongue by falling back- 
ward cause any respiratory obstruction. 

It is rare that such a postnasal pack cannot be re- 
moved after 12 hours. Its longer sojourn formerly car- 
ried a serious threat of middle-ear infection. Modern 
antibiotics have greatly lessened this complication. 
However, unless contraindicated in rare cases, prompt 
removal of the pack is desirable. This is accomplished 
by dividing the knot between the two nasal ends of the 
string. Then using the third or basal string as a re- 
tractor, the pack can be readily pulled down and out 
through the mouth. Without such a traction string, it 
is often difficult to secure a pack that is tightly engaged 
in the upper nasopharynx. Efforts blindly to grasp it 
with a hemostat can be most uncomfortable to the pa- 
tient. 


HERE'S A HELPFUL HINT.. 


For a Needle Container 


THE CONTAINERS shown in the accompanying illustration 
have a capacity of almost 50 sterile needles each. ; 

If aluminum window screen wire is used, sterilization 
should be by autoclaving while assembled. 

The needles fall into place smoothly, do not touch the 
bottom and do not tilt because of the double decks within 
the wire cylinder. 

The wire cages are made easily with minimum skill. 
Edges on both ends should be folded two-ply for durability. 
All “suturing” is done with frayed bits of wire from the 
original screen sheets and can be twisted home with forceps. 
—Epwarp A. Hackir, Bellflower, California. 
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As usuaL THE GREEKS had a word for it over 2,000 years 
ago. The word meant “current among the people” and 
Hippocrates himself wrote a treatise on what we now 
call “epidemiology.” 

As likely as not, the doctor who is busily engaged in 
clinical practice is apt to recall the term simply as 
something that frequently follows ‘‘etiology” in his 
reference book. My chief intention in this article is 
merely to gild a faded lily and display it in a clinical 
setting. 

Things children have “caught” or clinical pictures 
occurring in periodic outbreaks have fascinated curious 
minds for thousands of years. 

Panum’s curiosity removed much of the mystery of 
measles at Faroe Island in 1846, long before the term 
virology was coined. 

Many times the epidemiology has been understood 
many years before the etiology. 

Although we tend to consider immunology the very 
bed fellow of epidemiology, their association is di- 
vorced completely in such things as lead poisoning, 
cancer of the lung, or avitaminosis. However, in in- 
fectious diseases the associations of all three are often 
close and may influence you in your efforts to reach a 

gnosis. 
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As old as it is, the study of epidemiology is ever fresh. 
For the family physician, an understanding 

of epidemiologic principles may have 

immediate practical importance in diagnosis. 

For example, the drowsy feverish child who was exposed 
to mumps two weeks ago may be ill 

with mumps meningo-encephalitis. In another vein, 
general practitioners have a unique opportunity 

to enlarge the knowledge of epidemiology 

by personal research in their practice. 


Epidemiology and the Sick Child 


BY KEITH HAMMOND, M.D. 


Mumps 


A case in point is that of mumps. From a clinical 
standpoint the importance of mumps lies largely in 
your efforts to answer two questions: (1) Does this 
child whose parotid gland is swollen have the mumps 
or (2) does this sick child who has no swollen parotid 
have mumps epididymo-orchitis or pancreatitis or 
meningo-encephalitis? Under such circumstances the 
practicality of your knowledge of things epidemiologic 
is obvious. The association with immunology assumes 
clinical importance because of the fact that in these 
cases an accurate diagnosis may rest upon the use and 
interpretation of the complement-fixation test and pos- 
sibly the skin test. 

Several epidemiologic matters regarding epidemic 
parotitis may help keep the alert practitioner from get- 
ting caught with his mumps meningo-encephalitis con- 
sciousness down. The first is the knowledge that 
mumps is currently prevalent. A second matter con- 
cerns that of degree of contagiousness. We are all fa- 
miliar with the ordinary epidemic when one child in a 
large nonimmune family may be the only one affected. 
In other years the degree of contagiousness may com- 
pare with that of other common diseases of childhood. 
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“Of course nothing fell on me. 


I stepped on it.” 


Although the peak incidence is in spring aid au- 
tumn, the rise and fall are so slow that sporadic cases 
throughout the year are common. Not only that, but 
these unseasonal cases may appear in one member of a 
large family and no one else in the household be in- 
volved. It is the one common childhood contagion that 
frequently skips junior and attacks his elders. Dad 
incapacitated with an orchitis is a familiar sight during 
a bad mumps season. Still, the chief incidence is from 
ages 4 to 15. The rural youth is much more susceptible 
than his city cousin, the boy more so than the girl. 

Even the mere fact that the incubation period is 15 to 
17 days may influence clinical thinking when consider- 
ing such ailments as meningo-encephalitis. Drowsi- 
ness and fever in a child who was present at a birthday 
party about two weeks ago, when one of the little cele- 
brants later came down with the mumps, may incite 


_ your suspicion because of this train of circumstances. 


Light shed from the epidemiology may illuminate the 
symptomatology. 


Chickenpox and Shingles 


On par with mumps, so far as interesting epidemi- 
ology and immunology are concerned, are chickenpox 
and its strange associate shingles. How odd it is that 
as long ago as 1888, shingles was suspected of being 
chickenpox in masquerade. 


There is a concept that the patient with shingles has 
acquired only a poor or partial immunity to chicken- 
pox. It is indeed a fact that herpes zoster plagues the 
geriatric patient and seldom molests the pediatric one. 
Almost invariably these oldsters have had recognizable 
varicella in their younger days. Thus, on the basis of 
this theory, zoster in the newborn would be attributed 
to the poor immunity to chickenpox which his mother 
bestowed upon him. Shingles will produce immunity to 
chickenpox in those who have never had a recognizable 
case of the latter. The rarity of the appearance of the 
two diseases in the same person at the same time justi- 
fies its reporting in the literature. 

The extreme contagiousness of chickenpox and its 
sharply confined seasonal incidence to fall and winter 
are generally known. Its incubation period is around 
12 days, and its spread is airborne as well as by con- 
tact. The infectious stage extends ten days from the 
onset of skin lesions, and although the crusts may be 
ugly, they are not then infectious. 

In some respects varicella is different from the other 
common diseases of childhood so far as the matters 
under consideration here are concerned. For instance, 
it may be carried, to a degree, by an uninfected con- 
tact. Furthermore the newborn has little or no mater- 
nally acquired immunity. 
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Measly Diseases 


So far as mama is concerned, rubeola, rubella, 
erythema infectiosum, roseola and perhaps even pity- 
riasis are all just measles. The entire problem lies 
chiefly in differential diagnosis, and epidemiology may 
or may not play a part in your efforts to make a dis- 
tinction. 

Naturally, in a heavy measles year, when rubeola is 
particularly prevalent, almost every child with a fever 
becomes suspect. Actually, since the seasonal inci- 
dences are so often similar, there may be confusion. 
Whether or not the child has ever been known to have 
had roseola, you can be fairly sure that the rash he 
presently has is not that of this disease if the patient 
is past 3 years of age. On the other hand, if he is under 
6 months it is practically never rubeola. 


Other Diseases 


This association of epidemiology and age incidence 
is of interest in other diseases. Even before the strep- 
tococcal association was recognized, it was noticed 
that scarlet fever was uncommon before 2 years of age 
and sharply decreased after 10. Already it had been 
observed that rheumatic fever was rare in children 
under 4 or 5 and that original attacks were unusual in 
adults. An etiologic connection between rheumatic 
fever and upper respiratory infection was suspected 
on epidemiologic grounds long before laboratory re- 
search definitely established its relationship to the 
streptococcus. 

Along these same lines infectious mononucleosis 
has been considered a teen age and young adult hazard 
for many years. Now efforts are being made to establish 
the reason for this. It is suspected that it is an affliction 
of affection, so to speak, a disease spread by kissing, 
an occupational hazard of the teen ager and young 
adult. 

On the basis of his studies, Hoaglund has accord- 
ingly established the incubation period at 32 to 49 
days instead of the traditional two weeks. Undiluted 
saliva is proposed as the etiologic vehicle, and the 
theory of droplet infection is portrayed as unsound. 

Regardless of the fact that many details of etiology, 
cultural characteristics of causative organisms, clinical 
behavior, body serologic reactions, and other things 
are known, some epidemiologic factors may remain 
unexplained. Many diseases, infectious and otherwise, 
have their epidemiologic aspects, and our knowledge 
of them is relatively scant. For instance there is the 
waxing and waning of incidence of disease. In menin- 
gococcic meningitis the epidemic cycle is so predict- 
able that when once a trough is reached and incidence 
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“... no scarlet fever in the tropics!” 
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starts to rise, the trend will continue upward for from 
two to five years. The decline, once it starts, will in- 
evitably continue in an equally predictable manner. All 
of us are familiar with the big measles years which ap- 
pear regularly about every three years. Similarly ru- 
bella becomes periodically widespread but usually only 
every ten or 20 years. 

Equally interesting is the sporadic incidence of some 
diseases. Here again we are all familiar from experience 
with the common sporadic appearance of rubella and 
mumps, as contrasted to the rarity with which we see 
rubeola out of season. 

Geographic variations of manifestations of the same 
diseases are interesting. Scarlet fever, for example, is 
rare in the tropics, but the age distribution of Dick- 
negative individuals in the general population is the 
same there as it is in the temperate zones. Similarly, 
acute rheumatic fever is relatively milder and perhaps 
more easily overlooked in balmier climates. 


It was not my intention to cover any onc disease 
thoroughly or even many diseases casually. Rather, | 
have dealt with generalities in a field where pr:ctition. 
ers are in a position to do some original observation, 
Thus, herpes simplex, herpes zoster, streptococcus in- 
fection and its various manifestations and complica- 
tions, and infectious mononucleosis, to mention onl 
a few, are some diseases in which epidemiologic char. 
acteristics deserve study and recording. 

A knowledge of epidemiologic matters is not at all 
“impractical” information to the practitioner. Such 
things may be seemingly small items indeed, but when 
taken together as a portion of the sum total of medical 
knowledge, they may play a valuable part when you 
are speculating upon diagnostic probabilities in any 
given case. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Chronic Post-Herpetic Neuralgia 


OF ALL THE PAIN SYNDROMES encountered in medical prac- 
tice, post-herpetic neuralgia is one of the most difficult to 
treat. Its occurrence is confined to patients past middle 
age. It is seldom helped by any medicine, and it seldom 
improves as time goes on. Often it has been present several 
years when first encountered by the neurosurgeon. The 
pathophysiology is not proved, but it is known that viral 
infection causes extensive and persistent inflammatory 
changes along the neural pathways from the spinal cord to 
the terminal ramifications in the skin. We believe that these 
changes are the probable source of the pain impulses and 
that, when the central nervous system is bombarded by 
too many pain stimuli for too long a time, a central pain 
mechanism is established with self-perpetuating circuits 
and aggravated by many and various stimuli. 

We believe that medical attention should be focused on 
the preventive aspect of post-herpetic neuralgia by per- 
fecting the measures to reduce the severity of the acute 
attack (for example, therapy with chlortetracycline [Au- 
reomycin], chloramphenicol [Chloromycetin], and _pos- 
terior pituitary injection [Pituitrin]) and to provide ade- 
quate relief of pain during this acute stage. It should be 


stressed that many of the procedures that fail significantly 
to relieve post-herpetic pain are quite effective in treating 
the discomfort of acute herpes zoster. 

Once post-herpetic neuralgia has become established, 
the vicious pain cycle sometimes can be broken and the 
process prevented from spreading and acquiring momen- 
tum. The simpler procedures are often more effective than 
the major ones, and analgesic blocking is the most effective 
nonsurgical method. The earlier treatment is started, the 
greater the chances of obtaining relief. Unfortunately, 
when the neuralgia has been present without abatement 
for several years, patients are rarely cured. Preoperatively, 
the patient must not be led to expect a cure but to regard 
the proposed procedure as effective if it can ameliorate the 
unbearable pain to the point where he can tolerate the 
residual discomfort. 

One can often succeed in stopping the sharp flashes of 
pain and reducing the degree of discomfort, although usu- 
ally the involved skin is hypersensitive and retains a dull 
ache and deep soreness. 

Certain surgical procedures have been found to be effec- 
tive, and our own policy has been to select one with a low 
morbidity, proceeding to the next only if a failure is en- 
countered.—LawreENcE S. VAN BLaricoM, M.D. and GILBERT 
Horrax, m.p., JAMA, 161:511, 1956. 
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BY W. C. SPAIN, M.D. 


New York City, New York 


IN THE PAST TWO DECADES, there have been rapid devel- 
opments in the field of therapeutics. This has brought 
the practicing physician cause for rejoicing, and at the 
same time, confusion. The pharmaceutical industry 
and the biologists have not overlooked any possible 
source in the search for new drugs. The production of 
useful new drugs from naturally occurring hormones, 
and the development of many antibiotics from the 
common molds and by chemical synthesis has added 
many new problems to the specialty ofallergy. The num- 
ber of chemical substances used in the treatment of 
disease—orally, by injection, or vented into the air as 
sprays and fumes—is increasing. Each substance is a 
potential sensitizer. Approximately 500 different drugs 
can be proved to be sensitizing substances. 

The entire population is vulnerable to artificially in- 
duced sensitivity, provided the exposure to the allergic 
excitant is sufficiently prolonged and excessive. For 
this reason, drug allergy is not only more important 
today than it was 25 years ago, but it will become in- 
creasingly so. Estimates for the incidence of drug reac- 
tions attributed to allergy before the antibiotic era 
varied from one in 65 observed in more than 56,000 
hospital admissions on a dermatologic service, to one 
11 310 noied in private practice. These data refer not 


GP Noversner 1956 


The incidence of allergic reactions to drugs is increasing 
as strides are made in therapeutics. Antibiotics, hormones, 

organ extracts, vitamins, vaccines, antisera, sulfonamides, mercury, 
aspirin and many other agents may be potent sensitizers. 

Allergic manifestations vary in intensity 

from minor unrecognized syndromes to rapidly fatal reactions, 
many of which are preventable. A careful personal 

and family history regarding allergy is important. Skin tests are 
of value in few instances. Techniques for administering 

necessary agents in the face of potential sensitivity are discussed. 


Allergic Accidents Resulting from Therapeutic Agents 


AND VINCENT J. FONTANA, M.D. 
Departments of Medicine and Pediatrics, New York University Post-Graduate Medical School and University Hospital 


to the total incidence of drug reactions but to the num- 
ber of patients seeking treatment. Except for major 
drug reactions, many of the delayed type go unrecog- 
nized, and never come to the attention of the physician. 

The emergence of various hypersensitivity reactions 
secondary to the use of drugs, dyes, chemical reagents, 
biologic and therapeutic agents may well be classified 
in the group of so-called ‘‘man-induced” allergic reac- 
tions. These man-made allergic problems can be antici- 
pated and thereby prevented; whereas the sponta- 
neously occurring group of the better known allergic 
syndromes, such as hayfever, bronchial asthma and 
urticaria, are for the most part unavoidable. 


Allergic Reactions Due to Antibiotic Therapy 


Three general types of untoward reactions to anti- 
microbial therapy can occur: toxic reactions related to 
overdosage; sensitivity reactions; and secondary in- 
flammation or ulceration due to superimposed infec- 
tion. All of the antibiotics are capable of producing 
allergic reactions. These are becoming more and more 
prevalent due to the ever-widening use of antibiotics, 
particularly those of fungal origin. Penicillin is one of 
the major sensitizing agents in this group, followed by 
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streptomycin and then by chlortetracycline, chloram- 
phenicol and oxytetracycline. 

Penicillin. The pure crystalline type of penicillin as 
well as the amorphous type can act as a sensitizer. Pen- 
icillin O, offered as a replacement less sensitizing than 
penicillin G, has caused allergic accidents. It is esti- 
mated that 10 per cent of the population becomes sen- 
sitive to penicillin. Three to 6 per cent become sensi- 
tive to the crystalline material. 

As in other forms of drug allergy, sensitization seems 
to occur most readily from the topical application of 
the agent in the form of troches, ointments, supposi- 
tories, powders, sprayed solutions or aerosols. The ini- 
tial sensitizing contact may have occurred without in- 
cident, weeks or months prior to the allergic accident. 
It may have been completely forgotten by the patient. 
Parenteral administration of even small doses may have 
been the mode of exposure. The highest degree of 
allergy occurs to the aqueous suspension. Penicillin in 
sesame oil or beeswax is also an effective sensitizer, due 
to its slow rate of solubility and of absorption from its 
tissue depots. Penicillin taken orally may sensitize but 
less frequently than by other routes. 

Penicillin-sensitive individuals may react in any of 
the following ways: 

1, They may develop the delayed urticarial type of 
reaction manifest by the appearance of hives, angio- 
edema, arthralgia and fever, after an incubation period 
of from five to 14 days. 

2. An “id” reaction may occur, resembling an at- 
tack of epidermophytosis. This is localized mainly in 
the groin, interdigital and flexor surfaces of the ex- 
tremities, and usually appears in a few hours to one 
day after receiving the antibiotic. 

3. A generalized macular or papular rash may de- 
velop, progressing, in the more acute cases, to an ex- 
foliative dermatitis. This type of reaction is classified 
as dermatitis medicamentosa. 

4. Eczematous contact dermatitis may occur. 

5. Anaphylactoid reactions comparable to serum 
sickness may develop. 

The anaphylactoid type of penicillin reaction occurs 
weeks or months after the initial sensitizing exposures. 
The challenging dose produces symptoms that vary 
greatly in intensity although they are generally less 
severe than those of serum allergy. Pruritus and urti- 
caria are the most common effects. Urticaria may be 
widespread, or localized to the site of injection. The 
more severe reactions are giant urticaria; widespread 
angioedema of the body, especially of the face, extremi- 
ties and genitals; coryza; bronchial asthma; sudden 
drop in blood pressure; vertigo; syncope; shock and 
death from asphyxia due to laryngeal edema. 

Since severe constitutional effects have been report- 
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ed by skin test with as little as 100 units of peni: illin, it 
is conceivable that the amount of this antibiotic in the 
Salk vaccine against poliomyelitis (400 units er cc,), 
if unchanged by the process of manufacture. could 
cause marked general effects in patients who are very 
sensitive to penicillin. 

To prevent sensitizing the patient to penicillin, 
particularly the individual with a personal or familial 
history positive for an allergic condition, another of 
the broad-spectrum antibiotics should be used. If 
penicillin is truly indicated, the patient should first be 
asked about his previous reactions to drugs, and 
epinephrine should always be handy. The carefree 
attitude that penicillin can do no harm, even if it does 
not do any good, is responsible for fatalities. Skin tests 
with penicillin are not considered too reliable, par- 
ticularly if the reaction is a negative one. 

Streptomycin and Dihydrostreptomycin. These drugs 
are potent sensitizers, causing contact dermatitis, with 
pruritus, and papulovesicular eruptions, more often 
than does penicillin. These reactions occur especially 
among handlers of these drugs, such as nurses and 
physicians. Urticaria, occasionally severe, complicates 
streptomycin therapy, and death from this cause has 
been reported. Where there are evidences of sensitiza- 
tion, avoid continued therapy with the drug. It may be 
cautiously attempted in conjunction with an anti- 
histaminic, in those patients in whom an infection 
constitutes a threat to life. 

Chlortetracycline. This drug induces sensitization by 
its topical use in troches, ointments and toothpastes. 
However, this occurs less frequently and less violently 
than in the case of penicillin. Stomatitis and skin and 
mucous membrane eruptions are allergic reactions. 
The diarrhea often encountered with use of this anti- 
biotic is probably the result of its effect on the intestinal 
flora. Urticaria, angioedema, collapse, weakness and 
shock have been reported from its use. Wherever possi- 
ble, avoid the topical and oral administration of 
chlortetracycline in minor infections. 

Chloramphenicol. This antibiotic rarely sensitizes, 
although contact dermatitis, nausea, headache, skin 
eruptions, gastrointestinal symptoms and _ aplastic 
anemia have been reported from its use. 

Oxytetracycline. This drug also seldom seems to 
induce sensitivity. 


Allergic Reactions Due to Biologic Agents 


Insulin. Allergy of the spontaneous, nonanaphylactc 
type to insulin is found in individuals with a personal 
or familial history positive for food sensitization to beef 
and pork. This is simply a manifestation of a specific 
food allergy with the allergen furnished by the beef or 
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pork protein in the insulin. At the start of insulin 
therapy, particularly with protamine zinc insulin, local 
skin reactions may occur, with urticaria, itching and 
erythema at the site of the injection. 

Allergy to insulin of the induced type is found 
among patients with a negative family history of 
allergy. Such patients have had insulin therapy in the 
past and have resumed it after periods of freedom from 
therapy of weeks or even years. The exciting agent in 
such cases may be the beef or pork protein or possibly 
the protamine. Urticaria of varying severity is the usual 
manifestation. 

In the cases with a mild type of sensitivity, tolerance 
to insulin can be established readily by the administra- 
tion of fractionated doses to which an antihistamine 
solution has been added. An initial dose of 0.001 units 
of regular insulin or crystalline insulin is given sub- 
cutaneously, with each succeeding dose doubled. 
When the required dosage is reached, the patient is 
gradually shifted to protamine zinc insulin using 
initial doses of 1 to 2 units. 

Other Biologic Agents. Allergic accidents are caused 
by organ extracts, such as liver extracts; by vitamins; 
by virus vaccines prepared in chick embryo or egg 
against influenza, mumps, rabies, Rocky Mountain 
spotted fever, typhus and yellow fever; and by 
sclerosing agents of fish origin, such as sodium 
morrhuate. When these substances are given to an 
individual with a food sensitivity to the protein that 
isa constituent of the biologic product, prompt, violent 
and dangerous effects may ensue. The major symptoms 
are vertigo, cough, asthma, pruritus, generalized 
edema involving the trachea and larynx, cyanosis and 
collapse. With these products the sensitivity may also 
be of the induced type, occurring when administra- 
tion has been resumed weeks to months following the 
initial dosages. Diphtheria and tetanus toxoids, vita- 
min-B complex, crystalline thiamine, convalescent 
serum and gamma globulin may induce sensitivity of 
a comparable severity. 

The hormone corticotrophin (ACTH), although 
found effective as a countermeasure against allergic 
symptomatology, has also been responsible for sensiti- 
zation reactions after injection. Individuals reacting to 
this product are usually sensitive to the pork or beef 
pestein in the preparation. In such instances, skin tests 
are “species specific,” being positive for the origin of 
the corticotrophin involved—pork or beef. 

In some instances, corticotrophin from all sources 
may be equally allergenic. Intradermal test reactions 
may be positive in dilutions of 1:100,000 or 1:10,000 
of a 25 mg. per cc. preparation. Sensitivity in the form 
of a contact dermatitis has been reported as induced 
by the frequent handling of the drug. The sensitivity 


GP November 1956 


Figure la (above) and 1b (below). Erythema multiforme-like 
eruption due to sulfonamides. 


Figure 2. Same patient after treatment with ACTH and cortisone. 
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Figure 3. Typical facies in patient with serum sickness type reaction. 


in cases of this type can be verified by a patch test with 
corticotrophin, 20 mg. per cc. * 

In order to prevent allergic accidents to the biologic 
products, the patient must first be questioned as to 
the occurrence of any clinical allergic condition in 
himself or his family. Inquire particularly as to the 
presence of any food allergy, especially to meats, egg 
or fish. If the individual has had an allergic reaction 
in the past secondary to the administration of an 
agent, the use of that substance should be withheld. 
If the biologic product must be given to these patients, 
it should be given in fractionated doses and in high 
dilutions. Epinephrine (1:1000), syringe and tourni- 
quet should be available. 


Allergic Accidents Due to Drugs 


Sulfonamides. The sulfonamides are frequently the 
cause of allergic manifestations. The spontaneous form 
rarely occurs, but the induced type is relatively fre- 
quent. Allergic effects from these drugs are usually 
evident after the use of excessive amounts over pro- 
longed periods of time. It is generally agreed that the 
sensitizing effect is due to serum conjugates caused by 
a linkage of serum protein with a common denominator 
present in all of the various sulfonamides. In about 5 
per cent of the instances where sulfonamide sensitiza- 
tion is apparent, topical application has been found 
responsible, in spite of a low penetration of this drug 
through the unbroken skin. 

The more common effects associated with sulfona- 
mide sensitivity are fever, rash, urticaria, asthma, 
hemolytic anemia, thrombocytopenia, purpura, leuko- 
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penia, agranulocytosis and periarteritis nodos:. Al. 
lergic dermatitis resulting from the topical use of the 
drug usually appears four days or more after trea‘ment, 
The skin reaction may not be evident until there is re. 
exposure to the drug by local or oral use. Prolonged 
reactions may then develop (Figures Ia, 1b, 2). 

Mercury. This element has a definite sensitizing po- 
tential. The injection of mercurial diuretics has caused 
dermatitis, urticaria and asthma in those patients who 
are previously sensitized. The topical application of 
lotions and ointments containing mercury has caused 
contact dermatoses. 

Aspirin. Aspirin is one of the most important drug 
offenders. It is surprising that sensitivity to it is not 
more common, in view of its uncontrolled, excessive 
and universal use. The symptoms of aspirin sensitivity 
appear swiftly and abruptly in varying degrees of in- 
tensity. These consist of coryza, cough, bronchial 
asthma, vertigo, gastroenteritis, pruritus, erythema, 
urticaria, cyanosis and shock. Doses as small as 0.3 
Gm. have been found to be lethal in very sensitive in- 
dividuals, with death resulting in seconds from laryn- 
geal edema. Such accidents usually appear in persons 
with known allergic conditions, such as bronchial asth- 
ma of the infective type. They are also more common 
in individuals who use the drug excessively. 

The aspirin-sensitive patient is usually well aware 
of the presence of his aspirin allergy, but not of its 
threat to his existence. Skin tests with aspirin are of 
no value and may be dangerous. Negative results with 
intradermal testing have been found in the most sensi- 
tive patients. Patients with this type of sensitivity 
should be cautioned against the use of any compound 
medication containing aspirin or an aspirin derivative. 
They should be given a list of the more common pro- 
prietary medications that contain aspirin. 

Other Drugs. The barbiturates, bismuth, opium de- 
rivates, ergot, iodine and arsenic may act as allergens. 
They may produce any of the symptoms caused by the 
drugs previously described, and the problems they 
present should be handled in a similar manner. Since 
skin testing with drugs is unreliable and sometimes 
dangerous, clinical tests with fractionated doses may 
be attempted in an effort to confirm a diagnosis. As 
mentioned previously, any drug may become a sensl- 
tizing agent. For this reason any new substance added 
to the medical armamentarium should be investigated 
for its sensitizing potential before use, especially in the 
allergic individual. 


Serum Accidents 


With the increased use of toxoids as prophylactic 
measures against diphtheria and tetanus, the emet- 
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gency use of antitoxin has lessened. There has been a 
concomitant decrease in the incidence of serum acci- 
dents. In spite of this decrease in incidence, there is 
still an ever-present danger of inducing severe or lethal 
reactions with the use of antisera. Since many of these 
accidents are avoidable, the physician should be aware 
of the measures that can be taken to prevent them. 

Horse serum has a high sensitizing potential. At 
least 90 per cent of the population can be sensitized to 
horse serum, provided a sufficient amount be given. 
Serum sickness occurs six to 14 days following the ad- 
ministration of an antitoxin prepared in horse serum. 
The appearance of a rash, with fever, lymphadenop- 
athy and joint pains should point toward a possible 
serum reaction, especially if it is known that an injec- 
tion of serum was given before the appearance of the 
rash (Figure 3). 

In about 10 per cent of the population, a more dead- 
ly and serious reaction to an antiserum can occur with- 
in seconds. This type of reaction is usually referred to 
as “spontaneous.” It appears in patients with a 
personal or familial history of allergy, particularly 
sensitization to horse dander. In these individuals 
intradermal testing with horse serum in dilutions of 
1:1000 and 1:100 are frequently extremely positive, 
and may themselves be dangerous to life. 

Before any injection of horse serum is attempted, the 
following precautions should be utilized for the pre- 
vention of an allergic accident due to serum: 

1. Always question the patient regarding personal or 
familial allergic tendencies, particularly sensitivity to 
horse dander. 

2. Ascertain whether horse serum has ever been 
given, when it was given, and if any ill effects were 
noted after the injection. 

3. Before administration of antisera, the patient 
should always be tested with 0.01 cc. of the antitoxin 
ina 1:10,000 dilution. This test dose should be given 


in an area such as the thigh or arm, where a tourniquet 


can be applied proximal to the test site if a reaction 
occurs. Never attempt to test the patient unless there is 
within reach a hypodermic syringe containing epine- 
phrine 1:1000. This should be used in doses of 0.5 to 
1.0 cc. subcutaneously if a threatening local reaction is 
noted. An ophthalmic test with the same dilution will 
specifically indicate a spontaneous serum allergy and 
can be correlated with results of intradermal testing. 

Depending on the data acquired in this manner, the 
feasibility of administering serum can be more pre- 
cisely evaluated by the physician. If the history, skin 
and ophthalmic tests are negative, horse serum may be 
given. If the skin test is moderately positive and the 
history is negative, one must use small fractionated 
doses of antiserum, with a starting dilution of 1 :10,000. 
Doses should be given at intervals of 15 minutes. 
Epinephrine and a tourniquet should be available. If 
the history is positive, the ophthalmic test positive, or 
if the skin reaction is marked, serum administration is 
dangerous and should not be attempted. Bovine types 
of antisera may be tried, although a cross-sensitization 
may exist to both types in the same patient. 

Such problematic situations can be rendered less 
frequent if the physician adopts the plan of immuniz- 
ing both his allergic and nonallergic patients with 
toxoid preparations. Another helpful procedure is to 
provide the patient with a statement to be carried in 
wallet or purse, describing his sensitization and the 
dates of toxoid administration. The patient with the 
more dangerous spontaneous sensitivity should be ad- 
vised to wear an identification bracelet bearing his 
name and address upon one side, and a warning upon 
the other side to give toxoid and not horse serum 
because of allergy. 


Dr. Spain, co-author of the foregoing article, died May 12 of a 
heart attack. 


A bibliography accompanying this article is available upon request 
from the Editorial Office of GP. 


Radioactive Fallout from Atomic Bomb 


Ip A Force in being is necessary to maintain our way of life 
and keep an uncertain peace in a troubled world, then our 
atomic-weapon stockpile, both in quality and quantity, is a 
national asset of the first importance. Supremacy, or at 
worst parity, in nuclear weapons becomes a necessity for an 
adequate national defense. Granting these premises, a 
weapons development program becomes an essential part of 
our defense effort, and obviously such a program requires 
an adequate testing facility. Proving grounds should then 
be consilered as facilities of considerable national im- 
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portance and not mere playgrounds for the amusement of 
bomb-happy scientists. 

There is a vast difference between a carefully prepared 
program for exploding a few nuclear devices under well-con- 
trolled conditions, and in such a way as to minimize radio- 
logical hazard, and an all-out war with both sides using 
nuclear devices of all sizes in the most effective and damag- 
ing ways possible. If the first alternative helps to prevent the 
second, we must accept the uncertainty of some informa- 
tion not yet known and take the calculated risk of some ra- 
diation injury now in order that we may prevent annihila- 


tion later.—H. L. ANprEws, Science, 122-453, 1955. 
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Room in a hospital is not always available for the patient 


seen in his home with an acute cardiac emergency. 


The common conditions encountered under these circumstances are: 


(1) acute myocardial infarction, with any 

of its possible complications; (2) acute heart failure, 

and (3) acute arrhythmias. Although ideally treated 

in the hospital, prompt recognition of the patient’s problem 
and skillful application of available procedures and drugs 

in the home may tide the patient over a potentially fatal illness. 


Treatment of Cardiac Emergencies in the Home 


BY J. JESSE SELINKOFF, M.D. 


Wilmington, Delaware 


THE FAMILY PHYSICIAN is frequently confronted with 
cardiac emergencies at the patient’s home or at the of- 
fice. 

With the now frequent lack of hospital beds, he is 
faced with the treatment of these emergencies without 
the facilities of a well-equipped hospital. 

What is considered a cardiac emergency? It is any 
acute, severe interference with the heart’s ability to 
perform its customary work. Death is the implied or 
real threat of this emergency. 

These crises are frequent in the average general 
practice. The most awe-inspiring emergency is when 
the patient is alive at one given moment and dead the 
next. In an instant, cardiac function ceases and the 
patient expires. 

Luckily, the majority of emergencies are not so dra- 
matic as is sudden death. The challenge is to recog- 
nize them as such when they have the appearance of 
benignity, or when the differential diagnosis from an 
acute abdominal or pulmonary condition is difficult to 
make. 

The symptoms appearing in the various emergencies 
are (1) pain; (2) syncope and vertigo; (3) paroxysmal 
dyspnea, and (4) hemoptysis. These symptoms will be 
elaborated upon in the discussion of the several emer- 
gencies. 


118 


Coronary Occlusion 


This is the first emergency on the list since it is the 
most feared and dramatic. It is, perhaps, the most chal- 
lenging of the cardiac emergencies. All of us know the 
usual type of sudden onset, with severe substernal pain 
and its classical radiation to the neck, jaw and left arm 
or both arms and hands. 


‘TREATMENT OF PAIN 


Since pain is the most urgent symptom, and the 
greatest need is a quiet, resting heart, opiates are im- 
mediately indicated. Morphine or meperidine (Dem- 
erol) can be used in doses that are liberal enough to 
provide adequate rest and complete relief from pain. It 
has been found that repeated smaller doses increase 
the possibility of respiratory depression and urinary 
retention. 

It has been my policy and practice to give morphine 
intravenously. One half to one grain of morphine sul- 
fate is dissolved in 10 cc. of sterile distilled water and 
slowly injected into an antecubital vein. As soon as the 
patient is free from pain and is relaxed, the injection 1s 
terminated. I have found no untoward symptoms fol- 
lowing this procedure and frequently it gives dramatic 
relief. 
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Rest 


Now that the patient is free from pain and is com- 
fortable, the time has come to confer with the family 
and to give instructions for the patient’s nursing care. 
If shock has not appeared and the patient is not in need 
of immediate oxygen therapy, it is best to have him 
put to bed, preferably in a room next to the lavatory 
for nursing convenience. 

If a hospital-type bed can be procured with reason- 
able haste, it is best to let the patient lie where he is 
until the bed can be set up. If not, have the patient’s 
head and back propped up as comfortably as pos- 
sible with pillows until an adjustable back rest can be 
obtained or made. 

Explain to the family the seriousness of the patient’s 
illness and impress upon them the necessity for abso- 
jute rest and relaxation. Make sure that there is no 
telephone within the patient’s reach. If the telephone is 
elsewhere in the house, have its bell muted. Instruct 
the family that absolutely no business should be dis- 
cussed by the patient and that business acquaintances 
or office colleagues will not be allowed as visitors until 
such time as you, alone, allow them to see the patient. 
Visitors, except the immediate family, should not be 
allowed for at least ten days. 


OxyGEN THERAPY 


The administration of oxygen is desirable for the 
first 48 to 72 hours of the patient’s illness. There is 
abundant evidence indicating that oxygen relieves pain 
and improves cardiac function. Animal experimenta- 
tion has shown that oxygen tends to decrease the total 
size of the infarction. Early use of oxygen sometimes 
reduces the need for continued large doses of opiates. 

Even in country practice today, oxygen is readily 
available from volunteer fire companies, police depart- 
ments and ambulance corps. This oxygen can be used 
until a supply of either medical or commercial oxygen 
can be obtained. Commercial oxygen can be rented 
from any compressed gas company which furnishes 
welding gas to garages and factories. Country practi- 
tioners would be wise to obtain the usual hook-up ap- 
paratus consisting of reduction valve, flow meter, wash 
bottle and rubber hose. These can be carried in a car- 
ton in the trunk of the car along with nasal catheters 
and a face mask. The urban practitioner should have 
no trouble in obtaining this apparatus from a hospital 
or surgical supply house. However, oxygen may be 
omitted if the supply is too inaccessible. 


TREATMENT OF SHOCK 


Shock, or a severely lowered circulation rate, may be 
an initial sign of coronary occlusion. It is marked by 
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extreme restlessness and is frequently accompanied by 
coma or a semicomatose state. The pulse is rapid and 
small, the skin is pale, cold and clammy and the blood 
pressure may be unobtainable. The classical treatment 
consists of keeping the patient warm, administering 
high concentrations of oxygen and the use of certain 
vasopressor drugs, such as norepinephrine (Levophed), 
phenylephrine (Neo-Synephrine), mephentermine 
(Wyamine) or methoxamine (Vasoxyl). The drugs are 
administered as follows: 

Norepinephrine. Four cc. of a 0.2 per cent solution 
diluted in 1,000 cc. of 10 per cent invert sugar or 5 per 
cent glucose in distilled water is introduced intraven- 
ously at 20 to 30 drops per minute. This dose is con- 
tinued until the systolic blood pressure is maintained at — 
100 mm. Hg. Parenteral fluids are obtainable at a phar- 
macy that will stock these items if you so request, or at 
your hospital, which always has them in stock. The 
country practitioner would be wise to carry a small 
stock of 500 cc. and/or 1,000 cc. vials in the trunk of 
his car for emergency use. These solutions are sterile, 
do not deteriorate and have no expiration date. 

Phenylephrine. This drug is marketed in a 1 per cent 
solution for intramuscular or intravenous injection. 
Initial dosage would be 0.5 cc. (5 mg.) administered 
very slowly by vein (stopping if a vasopressor effect 
is obtained before 5 mg. has been given). If the first 
dose is ineffective, a second 5-mg. dose can be tried 
after ten minutes. Then if shock persists, it is better to 
switch to a more potent vasopressor agent (norepine- 
phrine). 

Mephentermine. This drug can be administered both 
intramuscularly and intravenously and is, therefore, 
the drug of choice to carry in the bag. Intramuscular 
dosage is 15 mg. or more while the intravenous dose is 
30 to 60 mg. diluted in 100 cc. of 5 per cent glucose or 
10 per cent invert sugar in distilled water. The speed 
of administration is again about 20 to 30 drops per min- 
ute, with adjustments according to the systolic blood 
pressure findings. 

Methoxamine. Forty mg. is diluted in 500 cc. of 10 
per cent invert sugar or 5 per cent glucose in distilled 
water and given at the rate of 20 to 30 drops per min- 
ute. It may be given even at the rate of 40 drops per 
minute. In my experience, norepinephrine or methoxa- 
mine have given the best results, but I carry some of 
each of the others since patients vary as to the response 
to the various drugs. Lately, norepinephrine has be- 
come the favorite drug of many physicians for hospital 
use. 

It is extremely difficult to obtain whole blood, plasma 
or human serum albumin to combat the shock-like state 
at home. The latter two can be obtained from a hospital 
for use by the urban practitioner, but the country prac- 
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titioner has little chance of getting any in time. Pooled 
plasma may contain homologous serum jaundice virus. 
Dextran or other plasma expanders may be tried in 
some cases which demand replacement therapy. Intra- 
arterial transfusions are mentioned as being an effective 
way of combating shock, but this procedure must be 
eliminated as far as home treatment is concerned. 


PuLMONARY EDEMA 


Frequently, the early stages of myocardial infarction 
are complicated by the appearance of pulmonary edema. 
If there is no advanced shock, the patient may be put 
in a comfortable chair in the upright position with the 
lower limbs dependent. This position allows the pa- 
tient to breathe more easily. The patient and the family 
must be admonished that even though he is sitting up 
in a chair, he is not.allowed any other activities. He 
absolutely does NOT have bathroom privileges or walk- 
ing privileges and must “‘stay put.” As far as he and 
his family are concerned, it is a position comparable to 
the sitting-up position in bed. In fact, there is a school 
of thought which advocates this pasition in all patients 
with myocardial infarction after the initial pain and 
shock have subsided. It is thought that this position, 
along with the use of a bedside commode, is less tiring 
and requires less effort than staying in bed and using the 
bed pan. 

Digitalis. Drug therapy changes somewhat when 
pulmonary congestion complicates coronary occlusion. 
Digitalis products may be used in those cases where 
heart failure and acute arrhythmias are a complication. 

Anticoagulation. I do not consider anticoagulant ther- 
apy as an emergency measure and we can pass over this 
form of treatment with the remark that, unless a com- 
petent laboratory is readily available to do the neces- 
sary prothrombin time determinations, anticoagulant 
therapy can be dispensed with in home treatment. 
With the availability of a competent laboratory techni- 
cian, anticoagulant therapy should be started promptly 
in patients with the complications mentioned. Pro- 
thrombin times of 15 to 25 per cent of normal are the 
most advantageous to hold. 


Acute Left Ventricular Failure 


This emergency is encountered in those patients who 
have pre-existing organic disease of the heart, and 
especially in those with hypertensive cardiovascular 
disease. The symptomatology is primarily one of dysp- 
nea, either upon exertion or of the paroxysmal noc- 
turnal type. The more severe cases have orthopnea, oc- 
casionally syncope and vertigo and, frequently, hemop- 
tysis. Unless there is associated myocardial anoxia, 
there is rarely pain. 
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Treatment starts, again, with opiates and oxyg: ii. In- 
travenous morphine sulfate sometimes produces \ dra- 
matic quieting of the intense restlessness and |:!,ored 
breathing with sense of impending suffocation that 
characterizes failure of the left ventricle. 

An effective method of administering oxygen to these 
patients is with positive pressure of 3 to 5 cm. water 
with a concentration of 50 per cent and a flow rate of 
eight liters per minute. This type of therapy requires 
the assistance of the various volunteer or municipal 
emergency squads. The average volunteer fire company 
or ambulance squad carries the necessary equipment on 
its apparatus. Since pressure masks are very uncom- 
fortable, a change should be made to a nasal catheter 
as soon as practicable. The patient should be placed 
in the upright position—a position he naturally tends 
to assume. Recently, I have been using caprylic alcohol 
in the wash bottle of the set-up with excellent results. 
Caprylic alcohol has the apparent property of reducing 
intra-alveolar congestion by reducing the frothing that 
is present. It is quite inexpensive and a bottle of the 
reagent can be kept in the automobile trunk for emer- 
gency use. 


DIGITALIZATION 


After making certain of the diagnosis and ruling out 
the presence of a myocardial infarction (preferably by 
electrocardiographic tracings), digitalization may be 
started. In those cases where digitalization is being at- 
tempted in the face of a myocardial infarction, frequent 
electrocardiographic tracings should be made to guard 
against any toxic arrhythmias. 

Sometimes this emergency occurs in a patient al- 
ready receiving digitalis. In this case more digitalis 
may be indicated but one must be certain that the fail- 
ure is not due to an arrhythmia brought on by the digi- 
talis itself. 

I make it a rule to carry the electrocardiograph with 
me on any emergency calls that sound as if they may 
be of a cardiac nature. The modern portable, direct- 
writing electrocardiograph is not too unwieldy to take 
along. 

The following are some of the rapidly acting digitalis 
and digitalis-like products available: 

Ouabain. This drug is not in popular use in the 
United States although it is extensively used in Europe. 
The dose is 0.25 to 0.5 mg. intravenously followed by 
repeated hourly doses until the apical rate is 90 or less, 
or, until the total dose has reached 1 mg. The great 
drawback to its use is evident. Repeated intravenous 
therapy is both a bother to the physician and irritating 
to a sick patient. 

Lanatoside C. Start with 0.4 to 0.8 mg. intravenously, 
followed by 0.4 mg. every four hours intravenously. 
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Digoxin. When given orally, Digoxin is usually 
started with an initial dose of 0.75 to 1.5 mg. followed 
by 0.25 mg. every four hours until a maximum dose of 
3.0 mg. has been administered. The oral maintenance 
dose is 0.25 or 0.50 mg. daily. For intravenous injec- 
tion, Digoxin is diluted with normal saline solution. 

Digitoxin. Although not considered a rapidly acting 
drug by many physicians, digitoxin has its definite use 
since it is a very efficient drug once the patient is 
digitalized. The initial dose is 0.6 to 0.7 mg. followed 
by 0.4 mg. every four hours until 1.2 to 1.6 mg. has 
been the total accumulated dose. 

Most teachers of cardiology recommend that a 
physician find which preparation works best for him 
and that he then stick with that preparation. This en- 
ables him to become fully cognizant of its foibles and 
actions. I heartily agree with that recommendation. 


PHLEBOTOMY 


Either venesection or bloodless phlebotomy may be 
extremely effective, especially in those patients exhibit- 
ing marked venous engorgement. Bloodless phlebotomy 
is accomplished by applying blood pressure cuffs, 
which few of us carry in such quantities, or tourniquets 
which are readily available. These are applied high up 
on all four limbs, applying pressure on three limbs at a 
time, and releasing one tourniquet while tightening the 
loose one in clockwise fashion every 15 minutes. This 
allows for a tourniquet to be tight on a limb for no 
more than 45 minutes at a time. The purpose of the 
bloodless phlebotomy is to trap large quantities of 
blood in the extremities thus easing the load upon the 
heart. Therefore, the tourniquets should be tight 
enough to occlude the venous return of blood, but 
loose enough to allow the arterial blood to flow 
unimpeded. 


Diuretics 


Diuretics are administered only after the emergency 
measures have been taken. These, then, need not be 
discussed in the treatment of acute cardiac emergencies. 


Acute Arrhythmias 
ParoxysMaL AURICULAR TACHYCARDIA 


This common arrhythmia is considered by the 
patient and his family as an emergency. The palpitation, 
suffocating sensation and feeling of impending death 
which sometimes accompany this condition are real 
and frightening. Syncope, vertigo and dyspnea are 
frequen tly present as well. However, unless there is 
structural damage to the myocardium or the coronary 
vessels, danger is rarely a factor. This condition is 
treate’ in many ways. There are several physical 
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measures designed to stimulate the vagus nerve which 
may be tried at first: 

1. The patient may attempt to hold his breath as 
long as he can. 

2. Carotid sinus pressure may be tried. The carotid 
sinus is located at the bifurcation of the common carotid 
artery at about the level of the superior border of the 
thyroid cartilage. It should be firmly compressed 
against the cervical vertebrae by means of the thumb 
for several seconds. This is tried first on one side and 
then on the other, but never on both at the same time. 

3. Bilateral eyeball compression may be attempted 
with the thumbs and should be forceful enough to 
cause pain. It should be maintained for about three to 
five seconds. 

4. Drinking ice water at a gulp sometimes stops the 
attack. 

5. Compression of the abdomen may accomplish the 
same end. 

6. Induced vomiting frequently stops an attack. 

Drug therapy consists of the use of cholinergic 
drugs such as acetyl-beta-methylcholine (Mecholy]) 
subcutaneously in doses of 10 to 20 mg.; neostigmine 
(Prostigmin) intramuscularly or intravenously in doses 
of 0.25 to 1.0 mg. and many others. Any unpleasant 
side effects of these cholinergic drugs may be counter- 
acted by the use of 1.0 to 2.0 mg. of atropine sulfate. 
If these drugs and physical measures are unsuccessful, 
quinidine, procaine amide (Pronestyl) or digitalis may 
have to be used. 


PAROXYSMAL VENTRICULAR TACHYCARDIA 


This arrhythmia is dangerous. It is one of the dan- 
gerous complications of myocardial infarction and may 
occasionally result from toxic doses of digitalis. 

The drug of choice in the treatment of paroxysmal 
ventricular tachycardia is quinidine. Quinidine sulfate 
should be given orally in full doses. I use 0.6 Gm. 
every two to three hours until the atypical rhythm is 
rectified or until the signs of toxicity appear. Toxic 
signs are prolonged ventricular systole and intra- 
ventricular conduction defects. Frequent electrocar- 
diograms should be made to watch for these signs of 
toxicity, since that is the only way in which they can 
be detected. Nausea, vomiting, tinnitus and diarrhea 
are indications for discontinuing the drug. Quinidine 
is now available in parenteral form as lactate, hydro- 
chloride and gluconate. It is a point of particular warn- 
ing that they should be used intramuscularly only. In 
my estimation intravenous quinidine is contraindicated 
since procaine amide is available and relatively safer 
for intravenous use. Procaine amide is capable of caus- 
ing a drop in blood pressure when administered intra- 
venously, and some persons are sensitive to procaine 
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in any form. Nevertheless, it is safer to use intra- 
venously than quinidine. The maximum dose is 200 
mg. per minute with a total top limit of 1.0 Gm. 
Orally it is given in the following manner: four to five 
250 mg. capsules is the initial dose, followed hourly by 
three capsules for two more doses, if necessary. 


Acute AURICULAR FIBRILLATION 


As a rule this is a relatively benign arrhythmia. 
However, if it occurs during surgery, which does not 
concern us here, or as a result of severe organic heart 
disease, it may assume the proportions of an acute 
cardiac emergency. It is best to control the rate with 
digitalis, using full digitalization doses. As soon as the 
ventricular rate is slowed, reversion to normal sinus 
rhythm may be attempted with quinidine. As a rule 
0.4 Gm. of quinidine every three hours will cause con- 
version of most instances of acute auricular fibrillation 
to normal sinus rhythm. 


AURICULAR FLUTTER 


The symptomatology of auricular flutter is very 
similar to that of paroxysmal auricular tachycardia. 
There may be palpitation, dyspnea, vertigo, syncope 
and even pulmonary edema if the attack goes uncon- 
trolled. Carotid sinus pressure will frequently slow 
down flutter without stopping it. This is a differential 
diagnostic point between flutter and tachycardia. This 


condition frequently shows a 2:1 or 3:1 auriculo- 
ventricular block on the electrocardiogram. 

Treatment consists of converting flutter to fibrillation 
by active digitalization. If the rhythm converts, digitalis 
is stopped, hoping for a reversion to normal sinus 
rhythm. This should be checked with serial electro- 
cardiograms. 

If this maneuver fails, digitalis should be followed by 
quinidine. Quinidine should be given in 0.3 to 0.6 Gm. 
doses every two hours until a maximum of 2.5 to 3.0 
Gm. has been given in one day. 

The patient should be kept on a maintenance dose 
of digitalis sufficient to control the ventricular rate. In 
all cases attention should be given to any associated 
disease, cardiac or otherwise, and congestive failure 
should be controlled. 

I have had some success in prolonging the intervals 
between attacks of flutter in some patients by using 
maintenance doses of quinidine (0.6 Gm. daily) 
and/or reserpine (0.5 mg. daily). 


StoKEs-ADAMS SYNDROME 


These attacks are characterized by vertigo 0: syn- 
cope. Convulsions may or may not accompany these 
symptoms. The cause may be marked bradycardia, 
ventricular asystole or ventricular fibrillation. An elec- 
trocardiographic tracing is the only way to differentiate 
between asystole and fibrillation. However, the emer- 
gency is so acute that an electrocardiogram is usually 
impossible to obtain. A heavy, sharp blow with the 
closed fist upon the precordium may start up ventricular 
systole or cause cessation of the fibrillation and result in 
normal heart action. Attempts to treat cardiac stand- 
stili can be made by intracardiac injection of 0.25 to 
0.5 cc. of 1:1000 epinephrine. If the practitioner is 
trained surgically, immediate exposure of the heart and 
manual massage can be life-saving if performed without 
delay. Electrical defibrillation is available only in a well- 
equipped hospital. 


Equipment for Emergencies 


In order for a country practitioner to be prepared 
for cardiac emergencies, he might carry the following 
in his bag or car trunk along with his usual parapher- 
nalia: ~ 
Digoxin ampuls, 0.5 mg. per cc. 

Digitoxin ampuls, 0.2 mg. per cc. 

Quinidine sulfate, tablets, 0.2 Gm. 

Quinidine lactate, ampuls, 0.6 Gm. per cc. 
Norepinephrine, ampuls, 0.2 per cent solution, 4 cc. 
Mephentermine, ampuls, 15 mg. per cc., 1, 2 and 

10 cc. 

Isopropylarterenol (Isuprel), tablets, sublingual, 

15 mg. 

Invert sugar, 10 per cent in distilled water, 500 cc. 
and/or 1,000 cc. 

Glucose, 5 per cent in distilled water, 100 cc., 500 
cc. and/or 1,000 cc. 

Intravenous set-ups, sterile packages. 

Oxygen tank reduction valve set-up. 

Oxygen, small tank for immediate use. 

Nasal catheters, pressure face mask. 

Caprylic alcohol, 500 cc. 

Electrocardiograph, portable, direct-writing. 


Dr. Selinkoff died in November of 1955, just a short time 
after his manuscript had been submitted to GP. 
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Hypoparathyroidism 


BY ROBERT J. GILSTON, M.D. 
Amsterdam, New York 


Hand Signs 


Low serum calcium (elevated phosphorus) results in tetany, one mani- 
festation of which is carpopedal spasm. This is easily produced by 
applying the sphyg ter for about three minutes. Deformed 
nails with monilia or other fungus infections occur. 


Uncommon as a primary disorder, hypofunction of the parathyroids 
most often occurs as a complication of thyroidectomy. Hypocalcemic 
symptoms include numbness, tingling, stiffness and cramps of the 
hands, feet and lips, laryngeal stridor and convulsions. In contrast to 
the osseous rarefaction of hyperparathyroidism, the bones may ap- 
pear quite dense. Urine calcium is greatly decreased or absent 
(Sulkowitch test). 


Other Features 


Metastatic calcification predisposes to early cataracts and calcific 
densities in the basal ganglia. 
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VOMITING AS AOMANIFESTATION OF DISEASE 

Drugs Infection Motion Sickness Toxicoses 

| 

X-ray Pregnancy Post Operative Drug Induced 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the fifth of twelve 

from Baylor University. 


Practical Therapeutics 


A Therapeutic Appraisal of Antiemetic Agents 


BY PAUL K. CONNER, JR., M.D. AND JOHN H. MOYER,M.D. 


Baylor University College of Medicine 
Houston, Texas 


THE symproM ComPLEX of nausea and vomiting is second 
Only to pain as a clinical manifestation of disease. Al- 
though usually mild and self-limited, it may occasion- 
ally provoke more distress than the causative disease. 
Unfortunately, there is now no compound that specif- 
ically and completely inhibits the vomiting mechanism. 
Recently, however, certain drugs have been developed 
to block emesis of various etiologies by depressing spe- 
cific areas in the brain. 

It was in 1946, with the synthesis of diphenhydra- 

mine (Benadryl), that an antihistaminic compound 
was found that had a weak antiemetic action. An ana- 
logue, dimenhydrinate (Dramamine), proved especially 
elective in motion sickness. Further modification of 
the basic compound yielded meclizine (Bonamine) and 
®elizine (Marezine), effective antiemetic agents with 
along duration of action and a minimum of side effects. 
French investigators experimenting concurrently with 
the phenothiazine derivatives, chlorpromazine (Thora- 
Hine) and promethazine (Phenergan), found the former 
fompound to have a powerful antiemetic action in 
animals. 
" Subsequent clinical trials with these agents—show- 
ing them to be effective in some conditions and ineffec- 
live in others—have demonstrated the need for a study 
the relative effectiveness of each. This report com- 
pares our observations with other similar studies in an 
tllort to assay the usefulness of the various antiemetic 
agents in the symptomatic treatment of vomiting. 
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The Mechanism of Vomiting 


The reproducibility and the complexity of the vomit- 
ing act are probably what induced Giannuzzi to first 
suggest in 1865 the possibility of a vomiting center. 
In 1891 Thumas evoked vomiting by applying apomor- 
phine to the floor of the fourth ventricle in the medulla 
oblongata. When destruction of this area caused the 
animal to become refractory to subsequent apomor- 
phine stimuli, Thumas concluded that the vomiting 
center was a midline structure in the floor of the fourth 
ventricle (now called the chemoreceptor trigger zone.) 
Other medullary structures have been implicated as 
the vomiting center but always with the idea that all 
emetic agents, whether acting centrally or through 
peripheral reflexes, produce vomiting by stimulating 
the same structure. 

In 1948 Borison and Wang, proving the fallacy of 
this unitarian concept, first elicited vomiting by elec- 
trical stimulation of the medulla in the unanesthetized, 
decerebrate cat. Stimulation of structures on the sur- 
face of the medulla, however, did not produce emesis. 
The area most responsive to electrical stimulation was 
the lateral reticular formation, including the fasciculus 
solitarius. Further study showed that destruction of 
this area with radon seeds caused dogs to become 
highly refractory to the emetic actions of apomorphine 
and copper sulfate. These experiments localized the 
vomiting center in the midst of other medullary struc- 
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tures that participate in the vomiting act: the area 
controlling salivation, the spasmodic respiratory cen- 
ter, the inspiratory and expiratory center, the vaso- 
motor center, the vestibular nuclei, and the bulbo- 
excitatory and inhibitory systems (Figure A). 

Like other brain stem structures, the vomiting center 
is activated by tonic excitatory and inhibitory nervous 
and metabolic stimuli. The center, it seems, does not 
initiate vomiting by itself but coordinates the activities 
of the other neural structures nearby to produce a 
patterned response. Thus, Borison and Wang thought 
of the vomiting center as a group of neurons intercon- 
nected to yield a coordinated response. 

The vomiting center is activated through several 
different pathways. For example, the chemoreceptor 
trigger zone in the floor of the fourth ventricle responds 
only to emetic chemicals, such as apomorphine, and is 
not excited by electrical stimulation. Transection of 
the visceral afferent neurons from the gastrointestinal 
tract does not modify the emetic response to apomor- 
phine, but surgical ablation of the chemoreceptor trig- 
ger zone blocks such a response. The conclusion is 
t' at apomorphine stimulates only the chemoreceptor 
trigger zone and not the vomiting center proper (Fig- 
ure A). 

The vomiting center in the reticular formation is 
also activated by visceral reflexes. For example, copper 
sulfate given orally causes vomiting in dogs. Surgical 
ablation of the chemoreceptor trigger zone blocks the 
response to apomorphine but has no influence on the 
threshold emetic dose for orally administered copper 
sulfate. By contrast, interruption of the visceral afferent 
pathways by abdominal sympathectomy and vagotomy 


renders the dog partially refractory to eight times the — 


threshold dose of intragastric copper sulfate. In addi- 
tion to its reflex emetic effect, copper sulfate may act 
centrally when given intravenously, but this response 
is not affected by abdominal sympathectomy and va- 
gotomy. Thus, intravenous copper sulfate, like apomor- 
phine, acts on the chemoreceptor trigger zone; conse- 
quently, destruction of the trigger zone causes emetic 
refractiveness to intravenous copper sulfate. Following 
oral administration this agent continues to produce 
vomiting since afferent impulses reach the vomiting 
center directly over the afferent vagus and sympathetic 
nerves without traversing the trigger zone (Figure A). 

Hess demonstrated emetic responses following stim- 
ulation of the diencephalon and other forebrain struc- 
tures. It would seem that unknown afferent supramed- 
ullary receptors and pathways not only initiate vomit- 
ing but probably influence the reflex excitability of the 
vomiting center by directing continuous volleys of im- 
pulses against it. It is quite likely psychogenic factors 
influence nausea and vomiting in this way (Figure A). 
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Pharmacology of the Antiemetic Drugs 


The specific pharmacologic and metabolic ctions 
of antiemetic drugs are imperfectly understood. Since 
there is no conclusive evidence that antiemetic agents 
directly depress the vomiting center, much experi- 
mental work has been directed toward finding the 
site of action of these agents. The results are often 
controversial and confusing. Hence, we will merely 
attempt to summarize data pertinent to antiemetic 
activity of specific drugs. 

The ability of these agents to obliterate the activity 
of histamine varies according to their structure. How- 
ever, there seems to be no correlation between antihis- 
taminic and antiemetic potencies. For example, Thora- 
zine, a relatively weak antihistaminic drug, appears to 
be the most potent agent in controlling many forms of 
vomiting. 

A central anticholinergic or parasympatholytic ac- 
tion is a common property of antiemetic agents, with 
the exception of Bonamine. This central action is sup- 
posedly similar to that of scopolamine in blocking 
labyrinthine simulation. Even though Dramamine, 
Bonamine and Marezine seem to decrease vestibular 
sensitivity, their importance in this respect is not 
clearly understood. 

The action of the antiemetic drugs on the chemo- 
receptor trigger zone is controversial. Although some 
authors believe that the threshold for apomorphine 
emesis is raised by most of the antiemetic agents, there 
is probably no significant alteration in animals, using 
doses approaching clinical levels. However, at toxic 
doses (10 to 40 mg./kg.) apomorphine emesis is signif- 
icantly inhibited. Thorazine appears to be an excep- 
tion, for premedication with doses as low as 2 mg./kg. 
in animals increases the emetic threshold for apomor- 
phine roughly ten times. But the emetic response to 
the cardiac glycosides, morphine and intravenous cop- 
per sulfate, which also act through the chemoreceptor 
trigger zone, is not so effectively blocked. 

Borison and Wang suggested that the effectiveness 
of Thorazine depends on its competitive affinity for 
receptors in the chemoreceptor trigger zone. It may 
be a more effective competitor than apomorphine and 
hydergine for these emetic receptors, but it is less 
effective as a competitor than morphine and fails to 
compete with cardiac glycosides and intravenous cop- 
per sulfate. Intravenous administration of 6 mg./ kg. of 
Thorazine increases protection from the emetic action 
of intragastric copper sulfate and morphine. Since 
intragastric copper sulfate acts on the medullary vomit 
ing center via the visceral afferents without involving 
the chemoreceptor trigger zone, a second site must be 
postulated for Thorazine’s activity : the reticular vomit- 
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ing center. Dasgupt and Werner and Terizan also sug- 
gested a direct depressant action on the medullary 
yomiting center. This thesis may explain the usefulness 
of Thorazine as an antiemetic agent in a wide variety 
of conditions; other antihistaminic agents apparently 
exert no such action. 


Drug-induced Emesis 


Most emetic drugs act by one of the following methods: 

1. They may act directly or indirectly on the chemo- 
receptor trigger zone in the medulla. Secondary stim- 
ulation of the vomiting center is then carried out over 
the connecting neurons (Figure A). 

2. In some instances drugs may act directly on the 
yomiting center. 

3. Certain drugs that irritate the gastrointestinal 
mucosa—antibiotics and aminophylline, for instance— 
may induce vomiting by reflex stimulation of the vomit- 
ing center (similar to the action of intragastric copper 
sulfate) without traversing the chemoreceptor trigger 
zone (Figure A). 

Even though there is only indirect laboratory evi- 
dence that Thorazine blocks the medullary vomiting 
center, it clinically benefits the emesis associated with 
gastric irritation by drugs (Table 1). 

Dramamine alleviates the emetic manifestations of 
para-aminosalicylic acid and antibiotic administration. 
Benadryl also blocks the emesis that sometimes accom- 
panies drug therapy. The isolated reports available on 
drug-induced emesis make effective comparison of 
these agents difficult. 

Opiates—morphine, meperidine, methadon and 
Pantopon—probably elicit vomiting by stimulating the 
chemoreceptor trigger zone directly. They may act 
indirectly by increasing vestibular sensitivity, similar 
to the mechanism of motion sickness, with secondary 
stimulation of the vomiting center; this response is 
most likely to occur in ambulatory patients. That the 
antiemetic agents—particularly Dramamine, Marezine 
and Bonamine—depress vestibular sensitivity may ac- 
count, in part, for their effectiveness in alleviating 
opiate-induced vomiting. These three antiemetic 
agents are also effective in combating vestibular vertigo 
and the toxic vestibular effects of streptomycin, usu- 
ally being superior to Thorazine when used for this 
purpose. 

On the other hand, drug emesis that results from 
direct stimulation of the chemoreceptor trigger zone 
is most effectively blocked by Thorazine, which de- 
presses this structure. Since the report of Friend and 
Cummins, Thorazine has been used successfully to 
control the nausea and vomiting associated with the 
administration of such drugs as digitalis and other 
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Therapeutic Response to Chlorpromazine 
of Nausea and Vomiting Due to Drug Administration 


Etiology of Nausea No. Patients Therapeutic Response* in Per Cent 
and Vomiting Treated EXCELLENT IMPROVED FAILURE 
Digitalis therapy 16 75 25 _ 
Nitrogen mustard therapy 40 60 35 5 
Antibiotic therapy 20 60 40 — 
Narcotics 9 78 22 _ 
Aminophylline therapy 12 67 33 — 
Veratrum 30 _ 33 67 
Miscellaneous 9 ll 78 ll 
136 47 36 17 

* Therapeutic response Courtesy 
EXCELLENT: Complete arrest of nausea and vomiting. M. Cun. 
IMPROVED: Vomiting arrested but nausea continued. Nort 
FAILURE: No improvement of nausea or vomiting. AMERICA 


Table 1. 


Figure A. 


MODE OF ACTION OF EMETIC AGENTS , 
ON MEDULLARY VOMITING MECHANISM 
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Results of Antiemetic Therapy in Pediatric Patients 


Number Mg./Ke./ Therapeutic Response* 
Drug Patients Route Dose Frequency GOOD POOR EQUIVOCAL NUMBER PER 


Chlorpromazine 155 x ‘ Every 46 hours 86 7 6 56 
(Thorazine) Every 4 hours 
Every 4 hours 


Meclizine Every 4-6 hours 
(Bonamine) 


Cyclizine Every 4-6 hours 
(Marezine) Rectal Every 4-6 hours 


* In per cent. ; 
** Secobarbital, given to 20 patients, caused drowsiness in 9, or 45 per cent. In 29 patients given placebos, drowsiness was noted by 5, or 17 
per cent. Adapted from Daeschner, et al., Souru. M. J., 1956. 


Table 3. 


cardiac glycosides (Table 1) ,which stimulate the trigger 
zone. The mechanism of the vomiting commonly seen 
with nitrogen mustard therapy also remains obscure. 
Surgical ablation of the chemoreceptor trigger zone in 
animals fails to abolish the emetic response to nitrogen 
Etiology of Nausea No. Patients Therapeutic Response in Per Cent _ mustard, but Thorazine is the most effective agent for 
and Vomiting Treated EXCELLENT IMPROVED FAILURE combating this reaction clinically (Table 1). 

In keeping with experimental results, we have found 
Thorazine of no benefit in treating the nausea and 
Acute gastroenteritis vomiting associated with veratrum administration in 
Hepatiti _ the hypertensive patient. However, other reports utiliz- 
epatitis 

ing larger doses of Thorazine demonstrate success as 

Cholecystitis well as failure. With an action probably similar to that 

Acute salpingitis 2 _ of intragastric copper sulfate, toxic doses of veratrum 

Miscella stimulate the nodose ganglion; the resultant emetic 
neous 

stimuli are propagated over the afferent vagus to the 

vomiting center without traversing the trigger zone. 

Thorazine is the most effective agent for treating 
emesis secondary to infection: hepatitis, cholecystitis, 
acute salpingitis, pneumonia and urinary tract infec- 
tions (Table 2). The emetic mechanism of gastroen- 
teritis probably is similar to that of drugs causing 
vomiting by intestinal irritation. Table 2 shows that 
about 90 per cent of the patients with acute gastro- 
enteritis obtained an excellent therapeutic response 
with Thorazine. 

Daeschner and associates, describing severe unre- 
lieved emesis as the most rapid and pernicious source 
of dehydration in the pediatric patient, compared the 
effectiveness of Thorazine, Bonamine and Marezine 


(Table 3). Using the dosage schedule in Table 3, they 


Diagnosis and Clinical Response to Chlorpromazine 
of Nausea and Vomiting Due to Infections and Toxicoses 


Infection 
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found no appreciable difference in the therapeutic re- 
sponse (about 90 per cent) between Thorazine and 
Marezine. The antiemetic agents, especially Marezine, Therapeutic Response to Thorazine in Nausea 
were highly successful in controlling the vomiting and Vomiting Associated with Cancer 


ae associated with common pediatric infections and toxi- 
coses. Drowsiness was infrequent with Bonamine and 
Marezine, compared to that seen with Thorazine and Fir Cast Therapes 
secobarbital. Dizziness, tachycardia and dry mouth 
be occasionally accompany Thorazine administration. Moyer et al. 50 78 16 6 ; 
a Nausea and vomiting provoked by the various toxi- . . 
‘ carcinomatosis and brain tumor—respond particularly Fine and Winslow 15 80 13 7 
ia well to Thorazine (Table 2). Other studies of emesis Homburger and Smithy 31 84 13 3 
: associated with far-advanced cancer demonstrate ex- 
cellent results with Thorazine in about 75 per cent, 122 LU i7 6 
7 Bf and therapeutic failures in less than 10 per cent (Table 7 
4), But since Thorazine sometimes blocks the vomiting * See Table 1 for key to responses. 
ofintestinal obstruction, this diagnosis must be ruled 
out before instituting antiemetic therapy. iy 
iat Even though the specific cause of uremic vomiting ~~~ 
is not known, Thorazine has simplified its manage- 
ment. The vicious cycle of severe chronic renal disease easing 
attended by nausea and vomiting—tesulting in dehy- ee ees 
igger dration, progressive azotemia and acidosis, which per- 
seen petuate the gastric symptoms—is blocked by this drug Recponse 
cure. (Table 2). Thorazine thus helps to restore the urine to Antiemetic Agents in Radiation Sickness 
ne in {J output and to decrease azotemia. Following an initial 
ogen {J intramuscular dose of Thorazine, most uremic patients No. Patients Therapeutic Response in Per Cent 
it for are able to take subsequent doses and nourishment Drug and Author Treated EXCELLENT IMPROVED FAILURE 
orally within a few hours. The unpredictable cardio- 
ound vascular reactions that sometimes follow intravenous Diphenhydrami 
and administration of Thorazine contraindicate this route Hofstrom 
yn in in patients with severe renal disease. 
itiliz- Since Chinn and Wang demonstrated that dogs with Dimenhydrinate 
ssas J§ ablated chemoreceptor trigger zones (unresponsive to Becler et al. 82 26 58 16 
that apomorphine emesis) were refractory to radiation sick- et al. 
alker 22 36 50 14 
trum ness, the antiemetic agents have become established in 
metic this field (Table 5). Dramamine and Benadryl were “ 204 66° 34 
o the [§ used initially with moderate success. Dramamine (ap- —," 
yer et al. 16 38 56 6 
zone. proximately 400 mg. per day in divided doses) provides Marks 84 8] 14 5 
ating an excellent therapeutic response in about 25 per cent O'Connell 38 53 39 8 
stitis, JJ ofthe mild cases, but about one-third of the patients a 3 96 P 
infec- fH {ail to benefit. Benadryl gives excellent results in about 
roen- 50 per cent of the patients, and about 10 per cent are 
using § failures. The optimal oral dosage is 50 mg. three times * Per cent patients benefited from therapy. 
that or 50 to 100 mg. intravenously if the parenteral 
astro- # route is necessary. Thorazine’s ability to block the 
ponse chemoreceptor trigger zone gives this drug outstanding _—_Table 5. 
value in these cases. About 70 per cent of the patients 
unre- J \eated with Thorazine obtain an excellent therapeutic 
ource "sponse and only 6 per cent are therapeutic failures. 
d the JH The optimal dosage should be determined on an indi- Improved techniques in anesthesia have tended to 
rezine vidual basis, but usually 10 to 25 mg. four times daily reduce postoperative vomiting. But despite the reduc- 
they vill suffice. tion, postoperative vomiting and the ensuing electro- 
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lyte imbalance, wound disruption and aspiration of 
vomitus may still have serious consequences and cause 
great distress to the patient. The success of Dramamine 
in treating motion sickness has led to many studies of 
this compound and of other antiemetic agents. No 
matter what the complex etiology, the end result of 
postoperative vomiting is stimulation of the medullary 
vomiting center by one or a combination of the follow- 
ing mechanisms: 

1. Irritation of the gastrointestinal lining by hypnotic, 
analgesic or anesthetic drugs causes a secondary reflex 
stimulation of the vomiting center similar to that caused 
by ingestion of copper sulfate. Traction on the abdom- 
inal viscera may also excite the vomiting center through 
this afferent visceral reflex arc. As a matter of fact, the 
highest incidence of vomiting follows transperitoneal 
procedures. 

2. Blood-borne chemicals often irritate the chemore- 
ceptor trigger zone, which is sensitive only to emetic 
compounds. From this relay zone, stimuli then impinge 


directly on the medullary vomiting center. Suc!: com. 
pounds are important because the incidence of \ omit. 
ing is directly proportional to the length of anes: hesia, 

3. Cerebral and psychic factors partially explain the 
wide variability of individual susceptibility to postop. 
erative vomiting. 

4. A susceptibility to motion sickness predisposes to 
postoperative vomiting. The efferent pathways of the 
vestibular sense organ traverse the chemoreceptor trig- 
ger zone and are important in causing postoperative 
vomiting. Rough handling and an excessive number of 
changes of position during the immediate recovery 
period, stimulating the vestibular apparatus, may ac- 
count for a relatively high incidence of distress. 

Morphine, meperidine (Demerol), methadon and 
Pantopon apparently lower the vestibular threshold, 
increase the excitability of the medullary vomiting cen- 
ter and make it more susceptible to subthreshold stim- 
uli. Subsequent stimulation markedly increases nausea 
and vomiting. Preoperative medication with 50 mg. of 


Results of the Prophylactic Treatment of Postoperative Vomiting by Antiemetic Agents (Per Cent Protection) 


No. Patients 
Treated 


Per Cent Vomiting Per Cent 


Route CONTROL DRUG  PROTECTION* 


Dimenhydrinate (Dramamine) 
Rubin and Metz-Rubin 
Wolfe 
Millett and Henry 
Wollgast and Prockter 
Moore et al. 

Hume and Wilner 


Diphenhydramine (Benadryl) 


Warrington et al. 
Didier et al. 


Cyclizine (Marezine) 
Dent et al. 
Marcus 
Tillman et al. 
Didier et al. 


Chlorpromazine (Thorazine) 
Albert and Coakley 
Stephen et al. 

Didier et al. 


125 
120 
69 
50 
8849 
100 


106 


100 
54 


Route: p.0.=oral; s.c.= subcutaneous; t.m.= intramuscular; i.v.=intravenous. 


* Percentage of control group vomiting minus percentage vomiting in treated group divided by percentage vomiting control: 
(% VOMITING CONTROL)—(% VOMITING DRUG) . 
% VOMITING CONTROL 
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‘p.o. 62 26 58 | 
p.o. 45 26 42 
p.o. 24 1 96 
p.o. 38 40 
i.m. 23 13 43 
133 iv. 62 43 31 
1000 S.C. 27 21 22 
200 im, 19 47 
255. im. 23 22 4 
167 iv. 62 41 34 
% 55 
360 p.o. 29 13 
im, 27 15 44 
ig iv. 62 50 1 9 
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Side Effects of Antiemetic Drugs Used in Postoperative Vomiting 


Dimenhydrinate 
(Dramamine) 


Promethazine* 
(Phenergan) 


Diphenhydramine* 
(Benadryl) 


Cyclizine* 
(Marezine) 


Chlorpromazine 
( Thorazine) 


Muscle fibrillation after injection 


Prolonged drowsiness Frequent Occasional Rare Frequent 
Analgesia (potentiation of narcotics) Slight Slight Slight Slight 
Hypertension > 150/90 Rare Rare Rare Occasional 
Hypotension < 80/60 Rare Rare Rare Rare 
Tachycardia > 120 Occasional Occasional Occasional Frequent 
Bradycardia < 60 Rare Rare Rare Rare 
Shock Rare None None Rare 


None Occasional 


Skin rash 


Phlebitis at injection site 


None 


Rare 
Rare 


None 


None None 


Frequent 


Greater 
Rare 
Occasional 
Frequent 
Rare 
Occasional 


Table 7. 


Demerol reduces the incidence of postoperative vomit- 
ing about 50 per cent, but 90 per cent of the patients 
vomit following preoperative medication with 100 mg. 
of Demerol. 

Anesthetic drugs may have a similar action. Acety- 
choline is essential to the action of the chemoreceptor 
trigger zone, and drugs that have a central anticholin- 
ergic effect and depress the vestibular apparatus have 
been most effective in the control of postoperative 
vomiting. But while the vestibular system is important, 


* Adapted from Didier, Surgical Forum of American COLLEGE or SurGEONs, 1954. 


Blood Pressure Response to Preoperative Medication with Chlorpromazine (50 mg.) 


it is certainly not the sole mechanism. For instance, 
Thorazine decreases postoperative vomiting but is rel- 
atively ineffective in treating motion sickness. 

5. Diminished cerebral blood flow and ischemia of the 
vomiting center may also cause postoperative nausea 
and vomiting. Patients with elevated intracranial pres- 
sure are known to have a higher incidence of yomiting. 

6. Dehydration and acidosis, effects of the anesthetic 
agent or of carbon dioxide retention during anesthesia, 
are obscure causes of postoperative vomiting. 


Systolic Blood Pressure 
Depression (mm.Hg) 
21-30 31-40 


Control 


Chlorpromazine 


16% 14% 
7% 


Elevation 


4% 


Adv pted from Albert, AnestH. AND Anatc., July, 1954. 
Table 8. 
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RESULTS OF INTRAVENOUS USE OF AHTIEMETIC AGENTS IN POSTOPERATIVE VOMITING 


40 - 


30 


20 + 


Adapted from: Didier, Surgical Forum, 1954 


Figure 1. 


The favorable results in treating motion sickness led 
tothe evaluation of Dramamine as a preventive agent in 
postoperative vomiting. Moore, using a prophylactic 
intramuscular dose of 50 mg. before surgery and follow- 
ing with four 50 mg. doses, reduced the incidence of 
postoperative vomiting from 23 to 13 per cent (Table 6), 
irrespective of the type of premedication, anesthetic 
agent, method of anesthetic administration or postop- 
erative therapy. In a similar study intravenous Drama- 
mine also reduced the incidence and the severity of 
vomiting by about 50 per cent (Table 6), from 39 to 18 
per cent. Even though parenterally administered Dra- 
mamine reduced the vomiting, it failed to alter the 
nausea; still, the parenteral route appears superior to 
oral administration. 

Prolonged drowsiness, tachycardia and respiratory 
depression are the common side effects of Dramamine 
administration (Table 7). 

In the use of Dramamine as a prophylactic agent in 
postoperative vomiting the average per cent protection 
rate compares favorably to that of the other antiemetic 
agents. The average values in Table 6 are based on 
similar studies in the literature. 

The use of Bonamine and Marezine in preventing 
postoperative vomiting has not been notably successful. 
Tillman and Dent in well-controlled studies were un- 
able to demonstrate a significant difference in the in- 
cidence of nausea and vomiting in the Bonamine, 
Marezine or placebo groups (Table 6). 

Marcus, using intramuscular Marezine in a similar 
recovery room study, reduced the incidence of vomiting 
42 per cent following general anesthesia and 50 per 
cent following spinal anesthesia (over-all protection: 
47 per cent). He reported that the effects of Marezine 
administration did not depend on the general condition 
of the patient or on the site of injection. Didier, in dis- 
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cussing the effects of intravenous administration of 
Marezine, Benadryl, Thorazine and Phenergan, re- 
ported that 50 mg. of Marezine protected 34 per cent of 
those patients who would have been expected to vomit 
(Table 6). The protection rate given by Marezine was 
similar to that of Benadryl and Phenergan in this study 
(Figure 1), but in the experience of others Marezine is 
inferior. 

Even though the protection afforded by Marezine is 
less than that of Dramamine, Marezine has a relative 
lack of untoward effects (Table 7). 

Benadryl has also been reported to be a successful 
prophylactic for postoperative vomiting (Table 6). Di- 
dier found it similar to Marezine in effectiveness (Fig- 
ure 1) and in side effects (Table 7). Even though the 
protection rate following intravenous Benadryl also 
compares with Dramamine, Benadryl has not received 
as extensive a clinical use in postoperative vomiting as 
other agents. 

Thorazine is currently under investigation for use in 
anesthesia and surgery. Phenergan, another phenothi- 
azine derivative, is also being extensively studied in 
Europe where reports are encouraging (Figure 1). The 
preoperative use of Thorazine allows the patient to 
enter the operating theater without apprehension or 
undue awareness of his surroundings. Thorazine also 
potentiates the action of sedatives, analgesics and anes- 
thetics more than other antiemetic agents (Table 7),@ 
quality offset by the fact that smaller quantities of these 
drugs are necessary. This action, in itself, partially de- 
creases the incidence of postoperative vomiting. 

In one of our studies we gave 12.5 to 25 mg. of Thor- 
azine intramuscularly to 90 patients about 45 minutes 
prior to induction. Only one patient vomited in the 
postoperative period. Blood pressure depressions wert 
frequent but minimal in this group. Recovery from 
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anesthesia was calm and uneventful with minimal ex- 
citation, and reflex responses were elicited within one 
hour after termination of anesthesia. Whether Thora- 
zine reduces nausea remains a controversial point. 
Intravenous use of Thorazine requires dilution of the 
solution, because its high acidity predisposes to vascular 
endothelial damage. Pain at the site of deep intramus- 
cular injection is a frequent finding (Table 7). 
Although Stephen and Dent obtained better results 
with Thorazine than with Marezine (Table 6), they 
pointed out the unpredictability of hypotension with 
Thorazine. Albert and Coakley demonstrated no in- 
creased incidence of hypotension (Table 8) in preoper- 


ative patients given Thorazine orally. The percentage 
of patients vomiting postoperatively was reduced more 
than 50 per cent in the Thorazine-treated group (Table 
6). Didier, administering 25 mg. of Thorazine pro- 
phylactically through an intravenous drip chamber, 
reported it to be relatively ineffective (Table 6 and Fig- 
ure 1). However, in the control group 48 per cent of 
the vomiting occurred during the first two hours after 
surgery, and there were 85 vomiting episodes per 100 
patients during this period. The frequency of emesis 
was decreased by the antiemetic drugs to the following 
levels: Benadryl, 33 per 100; Marezine, 31 per 100; 
Phenergan, 21 per 100; and Thorazine, 21 per 100. 


Comparison of Effectiveness of Antiemetic Agents in Nausea and Vomiting of Pregnancy 


Drug and Author 


Dose* (mg.) 


Therapeutic Response** 
GOOD 
No. 


Dimenhydrinate (Dramamine) 
Carliner et al. 
Cartwright 


50-100 t.i.d. 
50-100 b.i.d. 


Meclizine (Bonamine) 
Bass 
Lebherz and Harris 
Mulherin and Bryan 


Meclizine+ Pyridoxine (Bonadoxine)**** 
Weinberg and Werner 
Tartikoff et al. 
Groskloss et al. 


Chlorpromazine (Thorazine) 


25 qid. 55 
10-50 t.i.d.—q.i.d. 58 18 
Subtotal us 30% 22 11% 


Moyer et al. 
Benaron et al. 


* = Signifies oral administration; q.d.= daily; h.s. sot tyliaeg b.i.d.= twice a day; t.i.d.= three times a day; q.i.d.=four times daily. 
“* = Therapeutic response (see Table 1 for key). 
“** = Supplemented with 12.5 to 25 mg. ot caine sate upon awakening at night if necessary. 

““** = Bonadoxine contains 25 mg. meclizine and 50 mg. pyridoxine, 


nt of No. of EXCELLENT FAILURE 
tudy 
ne is 43 31 72 0 -- 12 28 
cs 106 24 23 49 46 33 31 
ative 49 37% 49 33% 45 30% 
ssful 
Di- 25-50 b.s.*** 164 90 15 3 2 
Fig- ‘ : 25 h.s. 92 75 82 9 10 8 4 oa 
“<1 ; 25 h.s. 100 64 64 24 24 12 12 oF 
Subtotal 374308 81%. 48 13% 23 6% 
as 
; . 1 tab. b.i.d. 100 30 30 58 58 12: 12 
se in 
i 1 tab. q.d. 68 63 93 4 6 i i 5 a 
d in 1 tab. q.d. 287 261 91. 14 5 12 4 
Subtotal 455 78% 76 17% 2% 5% ~ 
n or 
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OF GRAL ADMINISTRATION 
OF 50 MG. OF DRAMAMINE 
TO SOS PATIENTS 
WITH AIRSICKNESS 


Prophylactic (137) Therapeutic (368) 


ADMINISTRATION 


COMPARISON OF PROPHYLAXIS OFFERED 
BY THE ANTIEMETIC AGENTS IN AIRSICKNESS 


Figures A and B are 
modified after 
Lederer and 

Kidere, Intern. 

Rec. Med. 

ond G.P,, 1954 


Improved 
_ (Ne Nouseo 
or Vomiting) 


Complete 
relief 


PROPHYLAX:. 
OF DRAMAMIN: 
INDIVIDUALS 
A PAST HISTOR, 
OF AIRSICKNE<; 


Drug 


Hyoscine U.S.P. 


Hyoscine U.S.P. 


Bonamine 


Phenergan 


Dramamine 


“Per cent Protection = (% Vomiting on Plocebo) - (% Vomiting on Drug) 


(% Vomiting on Placebo) 


ss 


oO 8s gs wo 


Figure 2a. Figure 2b. 
Figure 3. 
= Dose Per cent Protection® 
10 20 30 40 50 60 70 80 


Statistically, then, Thorazine does not offer as great a 

ection from emesis as Benadryl, Marezine or Phe- 
nergan (Figure I). Nevertheless, the severity of emesis 
is less with Thorazine and Phenergan than with Mare- 
sine or Benadryl. 

Morris and associates described only two failures in 
using 12.5 to 25 mg. of Thorazine with 23 patients who 
vomited following spinal anesthesia. They found de- 
pressions of the systolic blood pressure greater than 20 
mm. Hg in nine cases. In seven other cases nausea and 
retching were purposely induced by brief traction on 
the stomach. After Thorazine was administered (12.5 
to 25 mg. intravenously), all patients became refactory 
tosubsequent tugs. Table 7 compares the side effects of 
Thorazine infusion during anesthesia with those of 
other antiemetic agents. 

The likelihood of response to antiemetic drugs should 
be weighed against the possibility of untoward reactions 
ineach patient. It seems logical that Dramamine should 
be used as a prophylactic measure. Then, should nau- 
sea and vomiting occur postoperatively, Thorazine or 
Marezine should be given. Of course, if potentiation of 
anesthesia is desirable, Thorazine is the preanesthetic 
agent of choice. 


Nausea and Vomiting of Pregnancy 


Characteristically occurring during the first trimester 
of one-half to two-thirds of all pregnancies, nausea and 
vomiting present a difficult therapeutic problem, vary- 
ing in severity from ‘‘morning sickness” to pernicious 
hyperemesis gravidarum. Although the exact etiology 
is unknown, endocrine, nutritional and psychogenic 
factors appear to be important. Practically every con- 
ceivable remedy has been tried, but the antiemetic 
drugs offer the best prospect for symptomatic treat- 
ment. While oral antiemetic medication and other 
symptomatic therapy are usually sufficient, serious 
cases require hospitalization and treatment with paren- 
teral fluids and other, more drastic therapeuticmeasures. 

Table 9 summarizes the results of comparable studies 
of the drugs commonly used in this country. At least 
30 per cent of the patients treated with Dramamine re- 
main unimproved, Short duration of action, promi- 
nent side effects and relative impotency make this drug 
comparatively unsatisfactory. Benadryl has also been 
reported to exert a protective action in this syndrome 
but in the available study does not lend itself to com- 
parison with other drugs. 

Bonaiine seems to be especially effective in treating 
the nausea and vomiting of pregnancy and has the ad- 
vantages of a long duration of action (up to 24 hours) 
and a minimum of untoward side reactions. The opti- 


mal dose. 25 to. 50 mg. at bedtime, can be supplemented 
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with 25 mg. on awakening or at noon. This regimen 
effects improvement in more than 90 per cent of the 
patients and about 80 per cent are completely relieved. 
The combination of 50 mg. of pyridoxine with 25 mg. 
of Bonamine (Bonadoxine) is also useful, for pyridoxine 
supposedly exerts a beneficial ketolytic effect. But even 
though the statistical results with the combination are 
striking, they must be evaluated cautiously since they 
include patients who responded within two weeks after 
initiation of therapy. Drowsiness, the only common side 
effect of Bonamine administration, usually decreases as 
therapy is continued. This effect is demonstrable in up 
to 45 per cent of the patients, but in most instances it 
is proportional to the size of the daily dosage. Bass re- 
ported freedom from drowsiness in all patients given 
daily dosages of 25 mg. Lebherz and Harris, treating 
hyperemesis gravidarum patients with intravenous Bon- 
amine (75 mg./day), obtained excellent therapeutic 
responses in all cases—and these patients were pre- 
viously unresponsive to Dramamine. 

Comparison of similar studies using Thorazine (Ta- 
ble 9) in treating nausea and vomiting of pregnancy 
demonstrates the same response rate as with Bonamine. 
However, the untoward effects of Thorazine—sedation, 
orthostatic hypotension and dizziness—are a disad- 
vantage, even though they diminish after one week of 
treatment. The relatively short duration of action also 
creates therapeutic problems in treating morning sick- 
ness, since the bedtime dose has usually worn off. Pa- 
tients who are unable to retain the first daily oral dose 
must be given this dose intramuscularly or rectally or 


* Average Single Dose* 


Scopolamine (hyoscine) 
Dramamine (dimenhydrinate) 
Benadryl! (diphenhydramine) 
Phenergan (promethazine) 
Marezine (cyclizine) 
Bonamine (meclizine) 
Trimeton (pheniramine) — 


0,65—1.0 mg. 
50-100 mg. 


50 mg. 
25 mg. 
50 mg. 
25-50 mg. 
25 mg. 


be given three times daily. Exceptions: Bonamine which is effective for 
24 hours, Phenergan and Marezine which are effective for 12 hours. 
(Adapted from Handford, S. W., et al., J. Pharmacol. & Exper. 


Therap., 111: 447, 1954.) 


: 
Desage of Drugs Effective Against Motion Sickness 
Drug 
3 | 
; _..* For protection over a period greater than 6 to 8 hours, the drug must ‘ae 
q 
| 
Table 10. 


else take a 2:00 a.m. dose. Twenty-five milligrams 
(usually given three to four times daily) was the mini- 
mal, consistently dependable dose, but a few patients 
responded to 10 mg. Thorazine gave excellent or good 
therapeutic results in a series of patients with hypere- 
mesis gravidarum. In this group Thorazine was effective 
in intramuscular doses of 25 to 50 mg. given two to 
three times daily. It is in the patient with severe, per- 
sistent vomiting that Thorazine is the agent of choice. 

Thorazine, given intramuscularly in 25 mg. doses 
every four hours, also reduces the nausea and vomiting 
occasionally seen during labor and delivery. Karp 
found that synergistic action made it necessary to re- 
duce the amount of analgesics and anesthetics used in 
delivery by about 50 per cent. Thorazine acts success- 
fully without depressing the fetus or the mother, and 
also reduces the psychomotor agitation and hyper- 
activity associated with scopolamine. 

Table 9 reveals that the percentage of patients ob- 
taining an excellent response (complete cessation of 
nausea and vomiting) with Bonamine, with or without 
pyridoxine, is greater than that with Thorazine or 
Dramamine. Also, there are fewer therapeutic failures 
when patients are treated with Bonamine than with the 
other drugs. It is gratifying that at least 90 per cent of 
this group of patients can be improved with antiemetic 
therapy. 


Motion Sickness 


Controlled studies of remedies for motion sickness, 
utilizing sufficient numbers of subjects, were rare prior 
to 1946. But during World War II, motion sickness 
created tremendous manpower losses and as a result 
initiated new efforts to discover compounds with ef- 
fective prophylactic and therapeutic properties. Al- 
though the definitive cure still has not been found, 
antiemetic agents now afford a high degree of protec- 
tion. 

Apparently, stimulation of the vestibular apparatus 
by linear movements is the prime cause of the syn- 
drome. Stimuli propagated to the vestibular portion of 
the cerebellum by the eighth cranial nerve and vestibular 
medullary vomiting center. Other impulses may bypass 
this route. Afferent proprioceptive, optic, visceral and 
psychologic stimuli are also important. Whether the 
cause of nausea and vomiting be land, sea or air travel, 
the mechanism of action is probably the same. 

That certain drugs antagonize vomiting by depressing 
the chemoreceptor trigger zone or the vomiting center 
is no assurance of their protecting against motion sick- 
ness. Furthermore, data obtained from experimental 
animals with motion sickness (swing sickness) are diffi- 
cult to apply to humans. Even though Thorazine pro- 
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tects dogs, it is an ineffective anti-motion-sicknes: agent 
in man. With the exception of Bonamine, compounds 
controlling motion sickness possess centrally ~acting 
anticholinergic properties. Conversely, many anti- 
cholinergic agents are ineffective against motion sick. 
ness. The ability of some drugs—especially Drama- 
mine, Bonamine and Marezine—to depress vestibular 
sensitivity also determines their usefulness in motion 
sickness. 

No one is immune, and about 10 per cent of adults 
are highly susceptible. However, the susceptibility 
soars to almost 90 per cent in turbulent weather. The 
incidence of seasickness is inversely proportional to 
age. Symptoms vary in character and intensity, but the 
typical victim suddenly feels quiet and disinterested, 
Awareness of the epigastrium, yawning, sudden passion 
for fresh air, pallor, headache and mental depression 
follow. Sweating, salivation and dried, furry tongue 
with frequent swallowing lead finally to nausea and 
vomiting. These symptoms are frequently abated by 
tilting the head slightly backwards. 

The length of action, frequency and severity of un- 
toward effects are important in evaluating the efficacy 
of specific drugs. Since the duration of action is not 
usually important in air sickness, potency and lack of 
undesirable side effects become the deciding factors in 
selecting the drug. Lederer and Kidera found little 
difference in the therapeutic effectiveness of 50 and 100 
mg. doses of Dramamine but obtained decidedly in- 
ferior results when the drug was used therapeutically 
rather than prophylactically (Figure 2a). They ad- 
ministered Dramamine to passengers who had a past 
history of motion sickness (Figure 2b) and conclusively 
demonstrated the prophylactic value of this remedy. 

Figure 3 is a composite of similar studies in which 
the antiemetic agents were used prophylactically in air 
sickness. Scopolamine is the most effective prophylactic 
agent when used in single doses. Side effects in suscep- 
tible individuals include dry mouth and mental de- 
pression, and scopolomine is not the drug of choice for 
medicating children or emotionally immature individ- 
uals. The other antiemetic agents protect about two- 
thirds of the people who otherwise would become ill. 
Chinn encountered relatively few untoward side effects 
with Bonamine, but somnolence frequently follows ad- 
ministration of Marezine. 

Since 1950 the military services, utilizing more than 
7,000 subjects, have evaluated the effectiveness of more 
than 50 drugs in seasickness. Even though single 
doses of scopolamine repeatedly gave good results 
without severe side effects in airsickness, this drug 
afforded little protection when used during a longer 
sea voyage. The incidence of side effects was higher 
than with any of the other prophylactics used. 
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RELATIVE PROPHYLACTIC EFFECTIVENESS OF THE ANTIEMETIC AGENTS IN SEASICKNESS 
[COMPARED AGAINST PLACEBO PER CENT VOMITING WHILE RECEIVING PLACEBO=22.1%)) 


Doset 


Drug (mg.) 


Bonamine 
Phenergan 
Bonamine 
Phenergan 
Marezine 
Benadryl 
Dramamine 
Marezine 
Trimeton 


Scopolamine 


_ *Per cent Protection = (% Vomiting on Placebo) -(% Vomiting on Drug) 


(% Vomiting on Placebo) 


tAdministered three times daily unless otherwise specitied 
“Once daily 


**Twice daily 


& 


Figure 4. 


Figure 4 compares the percentage protection from 
emesis offered by the commonly used agents. Adminis- 
tration of Bonamine three times daily, rather than only 
once daily, does not increase the effectiveness. Phener- 
gan and Marezine must be given two and three times 
daily, respectively, to compare with Bonamine. Mare- 
une is relatively ineffective when given twice a day. All 
other compounds were significantly inferior to Bon- 
amine according to one report. The other symptoms of 
motion sickness—dizziness, nervousness and weakness 
were consistently reduced by the effective drugs. 
Bonamine, Phenergan and Marezine gave a low inci- 
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First dose —1.0 mg. 


Adapted from China, ef ol. 


dence of side effects, although Phenergan caused a 
relatively high incidence of sedation. 

Table 10, a dosage schedule of the commonly used 
anti-motion-sickness agents, shows that all three of the 
most promising compounds have somewhat prolonged 
activity. Bonamine appears to be effective for at least 
24 hours. Phenergan gives good protection when ad- 
ministered two times daily and Marezine should prob- 
ably be given three times daily. In severe motion sick- 
ness with pernicious vomiting, hypotension and pros- 
tration, rectal suppositories of Marezine and Dramamine 
are great aids. 
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Side Effects of Antiemetic Drugs 


Sedation, dizziness, dry mouth, weakness, fatigability, 
blurring of vision, incoordination and lightheadedness 
are seen commonly during antiemetic therapy, as well 
as occasional headaches, insomnia, nervousness, consti- 
pation and diarrhea. Convulsions rarely follow anti- 
histamine administration, but children are apparently 
predisposed to this reaction. These side effects, al- 
though usually mild, occur in 20 to 75 per cent of all 
patients. Since tolerance is unpredictable, the initial 
dose should be given when the patient is not exposed to 
industrial or transportation hazards. Most antiemetic 
agents possess these side reactions to varying degrees, 
and the severity is frequently proportional to the dosage. 


Recommendations for Antiemetic Therapy 


There is no apparent relationship between the cause of 
vomiting and the development of side reactions. 

Intramuscular administration is sometimes followed 
by pain at the injection site, and phlebitis may occur 
after intravenous infusion. The side reactions associated 
with oral administration may also appear in intensified 
form after parenteral therapy. 

Although bone marrow depression, hepatic clysfune- 
tion and vascular collapse occasionally follow adminis. 
tration of these drugs, these reactions apparently occur 
most frequently after the use of Thorazine. About 12 
per cent of the patients treated with Thorazine experi- 
ence a significant hypotension. It results from depres- 
sion of the vasomotor center and an incomplete ad- 
renergic blockade, which cause a predominantly ortho- 


Source of Emesis 


Recommended Agent Frequency 


Druc-Inpucep 
Digitalis 
Antibiotics 
Nitrogen mustard 
Veratrum (poor at best) 
Alcoholic states 


Opiates 


INFECTIONS 


Toxicoses 
Diabetic acidosis 
Uremia 
Carcinomatosis 
Radiation sickness 
Other 


POSTOPERATIVE VOMITING 
Prophylactic 


Therapeutic 
PREGNANCY 


Motion SICKNEss 
Airsickness 


Seasickness 


Thorazine q.i.d. 
Thorazine q.i.d. 
Thorazine q.i.d. 
Thorazine q.i.d, 
Thorazine q.i.d, 
Bonamine, q.i.d, 
Marezine or tid. 
Dramamine q.ids 


Thorazine q.i.d, 


Thorazine q.i.d. 
Thorazine q.i.d. 
Thorazine q.id. 
Thorazine q.i.d. 
Thorazine q.i.d. 


Dramamine 
Benadry] 
Marezine 

Thorazine 


Bonamine (with or without pyridoxine) 


Scopolamine or 
Bonamine 
Bonamine 


Key: * Refers to oral dose; parenteral doses are usually slightly less. 
q.d.=once per day; b.i.d. = twice daily; t.i.d.=3 times per day; q.i.d.=4 times per day; h.s. = bedtime. 


** First dose usually administered parenterally. 
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satic blood pressure reduction. The maximal effect 
usually occurs 30 to 40 minutes after intramuscular in- 
jection and 60 to 90 minutes following oral administra- 
tion. No consistent changes in cardiac output have 
heen observed, and renal hemodynamics remain es- 
gatially unchanged even though the blood pressure is 
reduced. The usual hypotensive reaction is mild but 
depressions of 30 to 40 mm. Hg have been reported 
upon assumption of the upright position. Therefore, 
patients receiving Thorazine parenterally should re- 
main supine for 30 to 40 minutes after which time the 
maximal hypotensive reaction occurs. When tachy- 
cardia occurs, the pulse rate usually increases only 10 
to 20 beats per minute. 

A reversible paralysis agitans-like syndrome occa- 
sionally develops in patients taking extremely high 
doses of Thorazine (more than 1,000 mg. per 24 hours), 
but this reaction is rare when the drug is used as an 
antiemetic. According to Kelsey, the majority of the 
patients developing jaundice during Thorazine therapy 
are receiving large doses for psychiatric reasons. The 
incidence of jaundice following Thorazine is about 1.4 
per cent in institutionalized psychiatric patients—al- 
most twice as great as that seen when Thorazine is 
used as an antiemetic. Previous liver disease or impaired 
renal function may predispose to liver damage, for the 
drug contains a hepatotoxic benzene ring and its action 
is potentiated in patients with hepatic insufficiency. Al- 
though the clinical picture may simulate acute infec- 
tious hepatitis, the laboratory picture usually resembles 
obstructive jaundice. Agranulocytosis may be seen 
within seven weeks after the institution of Thorazine. 
Therefore, serial white cell counts are important in 
warning of this complication. Since there appears to be 
no absolute correlation between the dosage of Thora- 
une and development of jaundice or agranulocytosis, 
injudicious use of this agent should be avoided. 

For the routine use of Thorazine as an antiemetic 
agent, a dose of 25 mg. or less will minimize the inci- 
dence and severity of side effects. At lower doses the 
drug usually loses its effectiveness. The best procedure 
for using Thorazine in the ambulatory patient is an 
initial 10 mg. dose. If this is ineffective and side reac- 
tions are not marked, it can be increased to 25 mg., 
gen every four to six hours. 
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Summary and Conclusions 


We have summarized the current concepts of the 
emetic mechanism and have reviewed the pharmaco- 
dynamics pertinent to the blocking action of the com- 
mon antiemetic agents. An attempt was made to cor- 
relate the site of action of the antiemetic drug with the 
source of emetic stimuli. Comparisons of the clinical 
effectiveness of the various antiemetic agents in vomit- 
ing associated with drug therapy, infections, toxicoses, 
surgical anesthesia, pregnancy and motion sickness 
are summarized in Table 11. 

Thorazine appears to be the most useful agent in 
drug-induced vomiting and that associated with various 
toxicoses. However, Dramamine, Bonamine and Mare- 
zine are probably more effective in suppressing the 
emesis resulting from opiate administration. Parenteral 
administration of antiemetic agents should usually be 
reserved for patients who are unable to tolerate oral 
medication ; subsequent doses may often be given orally. 

The prophylactic use of Dramamine and Benadryl 
offers more protection from postoperative vomiting 
than does Thorazine. The frequency and severity of 
side reactions preclude the use of Thorazine, except 
therapeutically, for control of vomiting in the post- 
operative period. 

In treating the nausea and vomiting of pregnancy, 
Bonamine (with or without pyridoxine) appears to be 
most useful, and at least 90 per cent of the patients 
improve under thismedication. Again, Thorazine should 
be reserved for those whose pernicious vomiting does 
not respond to other therapy. 

For the prophylactic treatment of seasickness, where 
it may be necessary to continue medication for several 
days, Bonamine also seems to be the drug of choice, 
primarily because of the convenience of less frequent 
administration. For shorter sea voyages and for most 
air travel prolonged duration of action is less important, 
and scopolamine is the most effective prophylactic 
agent. Since the untoward effects of scopolamine in- 
crease with readministration, Bonamine, Phenergan 
and Marezine are often used with better results. 


An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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Meig’s Syndrome 


Goutp and Kerr reported four cases of Meig’s syn- 
drome and emphasized the importance of differen- 
tiating this benign condition from cancer of the ovary. 

Meig’s syndrome consists of fibroma of the ovary 
with ascites and hydrothorax. The diagnosis is con- 
firmed by disappearance of the effusions after removal 
of the tumor. The disease usually occurs in women 
past the menopause, although one case has been re- 
ported in a girl 9 years of age. The presenting symp- 
toms are dyspnea, weakness, swelling of the abdomen, 
anorexia, cough and weight loss. Chest pain and rectal 
or perineal pressure are sometimes present. On 
physical examination there is evidence of pelvic tumor, 
ascites and pleural effusion. The fluid, a transudate, 
reaccumulates rapidly after removal. It is absorbed, 
however, after excision of the pelvic tumor. 

All of the four cases reported by the authors were 
over 60 years of age. Two were over 78 years old. 
Ascites, hydrothorax and a palpable ovarian tumor 
were found in all. Recovery was complete in all four 
following removal of the fibroma. The lesion was bi- 
lateral in one patient, but unilateral in the remaining 
three. A total hysterectomy was performed in two pa- 
tients, simple odéphorectomy in the remaining two. 

The authors emphasized the importance of recog- 
nizing this as a benign condition which can be cured 
by odphorectomy. (Ann. Surg., 143:740, 1956.) 


Muscle Transplant in Urinary Incontinence 


PickreLL and his coworkers described a method of 
treatment for urinary incontinence in males by trans- 
plantation of the gracilis muscle to a position sur- 
rounding the urethra. The method has been employed 
in six children ranging from 5 to 9 years of age, who 
had been incontinent since birth because of spina 
bifida, meningocele, or some neurogenic malformation 
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Tips from Other Journals 


involving the bladder. Voluntary, controlled conti- 
nence was established in each instance. 

With the thigh abducted, the uppermost portion of 
the gracilis muscle was palpated in the groove, just 
medial to the adductor longus. The muscle was 
identified through an incision approximately two 
inches in length in the upper thigh, freed downward 
by blunt dissection, and by secondary incisions in the 
midthigh, just above the knee, and in the lower leg, 
the insertion of the muscle was freed and delivered up- 
ward through the highest incision. Through para- 
genital incisions, the muscle was then threaded 
around the root of the penis, and anchored either to 
the dense tendon of origin of the adductor longus, or 
to the medial end of the inguinal or lacunar ligament. 
Careful postoperative training was outlined, and the 
importance of the personal interest of the physician 
in this training was emphasized. 

In the cases reported, restoration of continence 
brought lasting satisfaction to the patients. (Ann. 
Surg., 143:764, 1956.) 


Malignant Degeneration in Sebaceous Cysts 


CHARACHE REVIEWED 96 cases of malignant degenera- 
tion in subaceous cysts, found in the literature, and 
reported one case. The patient was a 31-year-old single 
woman who complained of a “boil” on her right arm. 
This had developed over a period of two weeks from 
a smaller lesion in the same area. Examination re- 
vealed a small cystic mass, two centimeters in diameter, 
on the right forearm. The overlying skin was ulcerat- 
ed. The lesion was excised. Pathologic study showed 
a sebaceous cyst with incipient intraepidermic epi- 
thelioma. There was no recurrence. 

A review of the literature indicated that malignant 
degeneration occurs in 4.3 per cent of sebaceous cysts. 
Although the tendency for a cyst to become malignant 
increases as patients grow older, the age incidence of 
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reported cases varied from 16 to 83 years. Histological- 
ly, squamous cell carcinoma was the most common 
diagnosis, occurring in over 90 per cent of the pa- 
tients. The remainder were of the basal cell type. 
Metastasis was uncommon, although three cases with 
generalized metastases have been recorded. 

The author recommended complete excision of all 
sebaceous cysts before they become malignant, with 
histologic study of the tissue removed. In recurrent 
cases, he stated that wide excision should be em- 
ployed rather than enucleation. If the tissue is found 
to be malignant, he stated that radiation therapy 
should be instituted. (Am. Surgeon, 22:482, 1956.) 


Recurrent Breast Abscess 


ABSCESS OF THE BREAST in a lactating woman is ascribed 
to entry of staphylococci via the nipple. In a nonlac- 
tating breast, the mode of entry of bacterial infection 
often remains obscure. Caswell and Burnett report six 
cases in which infection seemed related to inversion 
of the nipple. 

These patients had been troubled by recurrent in- 
fections during periods of from two to 20 years. In 
each instance a groove of the inverted nipple commun- 
icated with a periareolar abscess cavity. 

Treatment consisted of elliptical excision of the sinus 
tract into the base of the inverted nipple. The method 
of closure provided for correction of the nipple inver- 
sion. This put a stop to the episodes of breast infec- 
tion. (Surg., Gynec. e Obst., 102:439, 1956.) 


Classification of Cases of Hodgkin's Disease 


IT HAS BEEN KNOWN for many years that the clinical 
course of Hodgkin’s disease varies greatly. Sometime 
ago it was shown that the clinical progress of the 
disease bears a relationship to the histologic features of 
the neoplasm. On that basis, Hodgkin’s disease was 
subdivided into several types. In descending order of 
benignity, these are paragranuloma, granuloma and 
sarcoma. 

Recently Smetana and Cohen have confirmed the 
advantages of histologic classification for purposes of 
prognosis. In a group of 388 cases of Hodgkin’s disease, 
the subclassification was as follows: 


Paragranuloma 35 cases 
Granuloma 308 cases 
Sarcoma 5 cases 
Unspecified 40 cases 


All patients having sarcoma died within one year 
after the diagnosis had been made. The survival rec- 
ords of the other types are shown in the illustration 
at the right. (Blood, 11-211, 1956.) 
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Metastatic Pulmonary Malignancy 


WHEN PULMONARY METASTASES are present, this should 
not be considered necessarily indicative of a fatal prog- 
nosis, according to Kelly and Langston. They point 
out that the surgical excision of metastatic malignancy 
of the lung is technically feasible and productive of a 
significant group of long-term survivors when the 
cases are carefully selected. Among the criteria for ex- 
ploration is assurance beyond reasonable doubt that the 
original cancer has been eradicated. Ideally, a sufficient 
time interval should have elapsed between the primary 
treatment and the appearance of metastases to form 
some judgment on the basis of the expected course of 
the tumor in question. 

Unfortunately, metastases are frequently present at 
the time the primary growth is first diagnosed, or 
shortly thereafter, and the decision must then of neces- 
sity be made on this unsatisfactory evidence. The pres- 
ence of metastases in areas other than the lung should 
also be carefully considered before surgery for meta- 
static pulmonary malignancy is undertaken. This 
search should include especially the regional lymphat- 
ics, central nervous system, skeletal and any other 
areas for which the primary carcinoma has a predilec- 


PERCENTAGE OF PATIENTS SURVIVING 
AT THE END OF EACH SUCCESSIVE YEAR 
AFTER DIAGNOSIS, BY TYPE 


(EXCLUSIVE OF HODGKIN'S SARCOMA) 
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tion. Although metastases in two different locations 
materially worsen the prognosis, even this situation 
may be amenable to surgical intervention in rare 
instances. 

The ideal lesion for resection is a single, discrete 
metastasis confined to one lobe or segment. The pres- 
ence of more widespread pulmonary involvement does 
not of itself contraindicate exploration provided the 
patient has sufficient pulmonary reserve to withstand 
more extensive resection. The presence of recurrent 
laryngeal or phrenic nerve involvement, pleural effu- 
sion or direct extension to the chest wall usually 
signifies unresectability, and these should generally be 
considered as contraindications to exploration. 

Although the unpleasant possibility exists that other 
small undetectable metastases may coexist in the lungs, 
this risk must be accepted where the other factors in- 
dicate a good chance of success. In this connection, the 
authors recommend the use of chest laminagraphy as 
extremely useful in demonstrating metastases that may 
not be apparent on conventional chest films. (J. 
Thoracic Surg., 31:298, 1956.) 


Funnel Chest and Heart Disease 


Pectus EXCAVATUM (funnel chest) is a congenital 
thoracic deformity in which the sternum is displaced 
dorsally. The depression is usually deepest just above 
the xiphosternal junction. Although usually sym- 
metrical, sometimes the costal cartilages are more 
sharply incurved on one side. The volume of the 
thoracic cavity is decreased. There are variable degrees 
of compression and rotation of organs within the 
chest. Many physicians in the past have thought that 
this is a benign musculoskeletal deformity, and that 
symptoms in affected individuals are “functional.” 
Wachtel, Ravitch and Grishman describe 13 pa- 
tients with funnel chest. Four patients had dyspnea 
on exertion, two had decreased exercise tolerance. 
Seven had systolic murmurs along the left sternal 
border. No patient had any evidence of congenital or 
rheumatic heart disease, heart failure or lung disease. 
A consistent finding was conspicuous extension of 
the cardiac silhouette to the left on x-ray examination. 
In some, the right cardiac border could not be iden- 
tified, falling within the projection of the vertebral 


column. Several electrocardiographic abnormalities . 


when studied by vectorcardiography were determined 
to be rotational variants of normal. ; 

Further studies revealed failure of cardiac output 
to rise with exercise in one patient, and reduced 
maximal breathing capacity. Marked restriction of the 
intrathoracic space in severe cases may prevent normal 
increases of cardiac and pulmonary volumes. 
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Eleven of these patients had surgical correction of 
the deformity. Uniformly satisfactory results have been 
obtained as far as cosmetic appearance, sympto:natolo- 
gy, appetite, weight gain and exercise tolerance are 
concerned. Several murmurs disappeared. In several 
instances, electrocardiographic abnormalities 
appeared. 

These authors stress that serious disturbances in 
cardiorespiratory physiology may occur in this de- 
formity. These may result from cardiac rotation with 
twisting and kinking of the great veins, and restricted 
expansion of the heart. Respiratory reserve may be 
impaired. They recommend surgical correction of 
pectus excavatum in infants, children or young adults 
with marked deformity, or in adults who are sympto- 
matic. (Am. Heart J., 52:121, 1956.) 


Angina Due to Antihypertensive Drugs 


ANTIHYPERTENSIVE DRUGS are known sometimes to pro- 
voke angina pectoris or to aggravate pre-existing an- 
gina pectoris. Judson, Hollander and Wilkins eluci- 
dated the mechanisms for this effect in the case of two 
drugs—hydralazine (Apresoline) and hexamethonium. 

Hexamethonium and similar ganglionic-blocking 
agents reduce coronary blood flow only when the drug 
lowers blood pressure considerably. The pathogenesis 
of angina therefore is according to the following dia- 


Diminished 
coronary flow 


In the instance of hydralazine, other factors are also 
operating, as follows: 


Reduction of 3 Reduction of 

blood pressure aortic perfusion Y 
Coronary 
insufficiency 

Increased cardiac 

output 


Increased cardiac 
work 


(Circulation, 13: 553, 1956.) 


Segmental Ulcerative Colitis 


Dona. and his coworkers reported three cases of seg- 
mental ulcerative colitis that was treated successfully 
by partial colon resection. They defined this form of 
ulcerative colitis as an inflammatory disease of un- 
known etiology, involving one or more segments of the 
large intestine. The lesions are sometimes continuous, 
sometimes multiple and discontinuous. Although total 
colectomy with permanent ileostomy is the surgical 
treatment of choice for diffuse ulcerative colitis, the 
authors stated that partial resection of the colon with 
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primary anastomosis has been successful in their 
hands, for segmental ulcerative colitis. 
All three of the cases reported occurred in women, 


bloody diarrhea, weight loss and fever. Anemia, weight 
loss and abdominal tenderness were found on examina- 
tion. A diagnosis of ulcerative colitis was made in two 
of the patients by barium enema studies. In two cases a 
subtotal resection of the involved colon was performed 
with primary end-to-end anastomosis. In one, an ex- 
teriorization resection of the cecum and terminal 
ileum was carried out. All patients made uneventful re- 
coveries. 

The authors stated that the surgical treatment of this 
disease is superior to medical management. They 
thought that recurrence is possible following any type 
of treatment. However, if ulceration is not present in 
the rectum, avoidance of ileostomy by segmental re- 
section is the treatment of choice. (Ann. Surg., 143: 
791, 1956.) 


Chlorpromazine Hepatitis 


THE USUAL CLINICAL PICTURE of chlorpromazine hepati- 
tis, as described by Bartholomew and Cain, is shown 
in the illustration below. Laboratory tests give results 
that suggest incomplete obstructive jaundice. Thus, 
the thymol turbidity and cephalin flocculation tests 
are usually normal, and the values for alkaline phos- 
phatase are elevated. 

In addition, the authors report a case in which a 
patient developed hepatomegaly after taking chlor- 
promazine. Although the value for serum bilirubin 
was slightly elevated, there was no jaundice. Liver 
biopsy examination revealed hepatitis similar to that 
found in patients who have chlorpromazine hepatitis. 
It was concluded that chlorpromazine may produce 


Jaundice 


Dark 


less than 44 years of age. Symptoms included pain, © 


: SYMPTOMS OF CHLORPROMAZINE HEPATITIS IN 23 PATIENTS 


hepatitis without jaundice—that routine examination 
of the abdomen by the physician who administers 
chlorpromazine may aid in the early detection of chlor- 
promazine hepatitis. (Proc. Staff Meet., Mayo Clin., 
31:201, 1956.) 


Prevention of Tuberculosis with Isoniazid 


Because of the demonstrated effectiveness of isoniazid 
in combating progressive tuberculosis, it has been sug- 
gested that this drug might be effective as a prophy- 
lactic. In other words, if isoniazid were being taken at 
the time a tuberculous infection occurred, it might 
prevent tuberculosis from developing. In order to 
assess this thought adequately, Ferebee and Palmer 
have analyzed the results of tuberculosis research work- 
ers in the United States Public Health Service who 
have undertaken a series of laboratory studies to de- 
termine the preventive effects of isoniazid on experi- 
mental tuberculosis in laboratory animals. 

Three rather exciting conclusions developed from 
this study. First, a daily dose of as much as 5 mg./kg. 
of isoniazid prevented a large intraperitoneal innoculum 
of virulent tubercle bacilli from either killing the guinea 
pigs or interfering with their growth in weight. Second, 
the effects of giving the drug appeared to be more than 
a temporary “holding action” because deaths from 
tuberculosis did not occur during the 16-week observa- 
tion period after the drug was discontinued, and the 
animals continued to gain as much weight as the 
normal guinea pig controls. Third, the isoniazid-pro- 
tected challenge with tubercle bacilli resulted in the 
development of a considerable degree of resistance to a 
later unprotected challenge with a comparable in- 
noculum of tubercle bacilli. As regards this third point, 
it may be noted that the degree of acquired resistance 
observed appeared to be comparable with that pro- 
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duced by vaccinating guinea pigs with BCG. The 
authors were sufficiently encouraged by the results of 
this experiment to suggest further large scale trials on 
the prevention of tuberculosis with isoniazid. (Am. 


Rev. Tuberc., 73:1, 1956.) 


Primary Aldosteronism 


J. W. Conn first described the syndrome caused by 
overproduction of the adrenal mineralo-corticoid, 
aldosterone (1955). This disease, which is usually 
caused by an adrenal cortical tumor, is characterized 
by hypertension, periodic severe muscular weakness 
and paralyses, paresthesias, intermittent tetany, poly- 
uria and polydipsia. There is hypokalemia, hyperna- 
tremia, alkalosis and a renal tubular defect in water 
reabsorption. 

Crane and his colleagues report the interesting case 
of a 32-year-old man with hypertension, complaining 
only of a dry mouth and throat. Careful questioning 
revealed a history of a few sporadic episodes of weak- 
ness in the arms and legs. 

He was found to have a low serum potassium and 
metabolic alkalosis. The hypokalemia was resistant 
to replacement therapy and to correction of the alka- 
losis. Finally, 75 per cent of the right adrenal gland 
was removed, during the course of the second stage 
of a Smithwick operation. Lo, the excised adrenal 
tissue contained a benign adenoma. 

Since the patient has been asymptomatic, in normal 
electrolyte balance and normotensive for one year 
following operation, and in view of the total clinical 
picture, it is presumed that this was a case of primary 
aldosteronism, due to an adrenal cortical adenoma. 


(J. Lab. e Clin. Med., 48:1, 1956.) 


Tubes in Bile Duct Anastomoses 


Siten and his coworkers carried out experiments in 
23 dogs to study the effect of rubber T-tubes on the 
healing of common duct anastomoses. Cholecystec- 
tomy and occlusion of the distal end of the common 
bile duct were performed. One week later the duct- 
occluding suture was removed, and the duct was 
transected. An end-to-end anastomosis was then made 
in the divided duct. A rubber T-tube was placed in the 
duct in one-half of the animals, with the lower end 
of the tube extending across the anastomosis. In the 
other half, the tube was placed above the anastomosis, 
not in contact with the suture line. The animals were 
sacrificed and studied two months after removal of 
the T-tubes. 

In none of the animals was a stricture found at 
the site of ligation of the common bile duct. One 
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animal developed a very slight narrowing at the suture 
line following surgical division and anastomosis of the 
bile duct, after the T-tube had been in place for three 
weeks. There was no significant inflammatory reaction 
in any of the animals. 

The authors concluded that prolonged contact 
of common duct anastomoses with rubber tubes in 
experimental animals did not appear to be associated 
with any increase in inflammatory reaction in and 
about the anastomoses or with an increase in the inci- 
dence of duct stricture. (Arch. Surg., 72:908, 1956.) 


Adult Fibroelastosis 


FrproELastosis—also called endocarditis, endocardial 
fibrosis, congenital idiopathic hypertrophy of the heart 
and congenital fibroelastosis—is now a well-recognized 
pathologic entity in infants. Its cause and patho- 
genesis are unknown. Pathologically, the heart is 
greatly enlarged with a thickened, hypertrophied left 
ventricular myocardium. The mural endocardium is 
thickened and opaque—sometimes diffusely through- 
out the heart. Thickened and “rolled” valve leaflets are 
common. Muscle fibres are degenerate, and surrounded 
by strands of connective tissue. . 

Guraieb and Rigdon found 24 cases of fibroelas- 
tosis in adults and reported in the American and 
English literature. Myocardial failure was commonly 
the presenting clinical picture. The pathologic pic- 
ture was similar to that seen in infants. These authors 
add their own case—that of a 38-year-old man with 
leukemia, who terminally was noted to have car- 
diomegaly and heart failure. Post-mortem examina- 
tion revealed the thickened endocardium with elastic 
and collagenous tissue proliferation characteristic of 
this disease. This process is considered congenital in 
the adult also. 

Review of the reported adult cases reveals that an 
ante-mortem diagnosis of fibroelastosis apparently was 
never made. (Am. Heart J., 52:138, 1956.) 


Meningococcal Meningitis 


IN DESCRIBING an experience with 63 sporadic cases of 
meningococcal meningitis at an Air Force base, Tobin 
called attention to the high prevalence of complica- 
tions. Thus, about half of the patients developed com- 
plications. The author speculated, ‘Perhaps it was be- 
cause these cases were sporadic, that so many compli- 
cations developed. The organism, which is a frequent 
inhabitant of the human throat, finally found an indi- 
vidual who was a new and fertile culture medium. By 
being able to develop unhindered in this susceptible 
person, it created more damage.” 
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Although the author’s tabulation lists only six 
deaths, the text indicated seven—a mortality rate 
above 10 per cent in a group of patients who were 
diagnosed early and treated promptly with sulfadia- 
zine and penicillin. Four of the seven deaths seemed 
attributable to acute adrenal insufficiency (Water- 
house-Friderichsen syndrome). In one of these, there 
was terminal massive gastrointestinal hemorrhage. The 
other three deaths were due to acute nephritis, mas- 
sive gastrointestinal hemorrhage, and acute pulmonary 


edema, respectively. (Am. J. M. Sc., 231:241, 1956.) 


Coarctation and Normal Blood Pressure 


elevated blood pressure in the upper extremities. How- 
ever, the blood pressure in the upper extremities is 
normal in some cases of coarctation. 

The presence of even a mild coarctation is of great 
clinical importance because of the high incidence of 
associated cardiovascular anomalies—chiefly bicuspid 
aortic valve, which is highly susceptible to bacterial 
endocarditis. 

Sandifer reports the cases of six young men, ages 18 
to 29, who had normal brachial arterial pressures (de- 
termined by auscultation and also by direct intra- 
arterial measurement) in the presence of coarctation. 

All of these patients had a suggestive systolic mur- 
mur, usually at the level of the second to fourth inter- 
costal space beneath the sternum, and well heard in 
the back. The only symptom was palpitation in one 
case. By palpation, the femoral artery pulsations were 
considered normal in one case, decreased in four cases, 
and “feeble” in one case. X-rays showed rib-notching 
in four cases, post-stenotic dilatation of the aorta in all 
cases, and cardiomegaly in three. Only one patient had 
an abnormal electrocardiogram. This showed left ven- 
tricular hypertrophy. 

The diagram at the right illustrates the usual direct 
brachial and femoral arterial pressure tracings ob- 
tained in patients with coarctation of the aorta. These 
are compared to similar tracings obtained in one of 
Sandifer’s patients. In this series, direct measurements 
revealed a ratio of femoral to brachial pulse pressure of 
0.76 to 0.28. In six normal control subjects, this ratio 
ranged from 1.52 to 0.92. When the time of onset of 
the femoral pulse was compared to the time of onset of 
the brachial pulse, abnormally delayed values were 
found in only three of these patients. 

The author’s patients were not treated surgically 
(chiefly because of administrative reasons). The author 
does not suggest that mild coarctations need be sur- 
gically corrected. However, he emphasizes the impor- 
lance of making this diagnosis. 
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Diagrams of simultaneous brachial and femoral pressure pulses. 
(Brachial, solid lines; femoral, broken.) Note time delay in femoral 
pulse in coarctation. 
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Coarctation should be suspected when a suggestive 
murmur is heard, even though the brachial arterial 
pressure may be normal. The most suggestive clinical 
sign is the finding of a palpably diminished femoral 
arterial pulse. (Am. Heart J., 51:761, 1956.) 


Chronic Cor Pulmonale Plus Left Heart Failure 


IN A COMPREHENSIVE REVIEW of the pathogenesis and 
management of cor pulmonale in chronic pulmonary 
disease, Fishman and Richards briefly consider the 
case of cor pulmonale associated with intrinsic heart 
disease and left ventricular failure. 

The clinical identification of a primary pulmonary 
etiology for heart failure is supported when arterial 
blood analyses show that oxygen saturation is below 
85 per cent, when polycythemia is marked and when 
the content and partial pressure of carbon dioxide 
are increased. However, when pulmonary insufficiency 
and dyspnea are present without disturbances in blood 
gas composition, it may be difficult to distinguish cor 

pulmonale from combined right and left heart failure 
due to intrinsic heart disease. In this instance, severe 
orthopnea with the appearance of basal pulmonary 
rales, after a few minutes in the supine position, points 
to the presence of left ventricular failure. 

Employing pulmonary arterial catheterization, it is 
possible to study fine distinctions between predomi- 
nant right and left ventricular failure. For example, 
following acute digitalization, pulmonary arterial pres- 
sure falls in patients with predominant left ventricular 
failure—whereas, it rises in patients with cor pulmonale. 

From the point of view of therapy, a component 
of left ventricular failure discovered in a patient with 
chronic cor pulmonale is relatively unimportant. Both 
types of heart failure respond well to salt restriction, 
digitalis and diuretics, as well as to the general meas- 
ures recommended for patients with cor pulmonale 
secondary to chronic pulmonary disease. (Am. Heart 
J., 52:149, 1956.) 


Intrahepaiic Obstructive Jaundice 


IN SOME PATIENTS having jaundice due to intrinsic 
liver disease, the course of the illness strongly suggests 
that there is an obstruction of the extrahepatic bile 
passages. This fact has more than academic interest, 
since the resulting confusion about diagnosis may lead 
to an unnecessary, even harmful, exploratory lapo- 
rotomy. 

The syndrome of intrahepatic obstructive jaundice 
has been given various names. Recently, Johnson and 
Doenges applied the term, “primary intrahepatic cho- 
lestasis.” These authors noted that the syndrome has 
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a varied etiology—viral hepatitis; toxic reaction to 
arsenicals, methyltestosterone, chlorpromazine. 

In difficult cases, the clinical findings, the laboratory 
tests and the course, all strongly urge a diagnosis of 
obstructive jaundice. It is particularly confusing that 
the flocculation tests fail to indicate hepatocellular 
damage. In the report by Johnson and Doenges, some 
hope was offered that response of the jaundice to 
ACTH therapy may be a differential point. Thus, in 
two cases of viral hepatitis, the steroid therapy brought 
about prompt subsidence of jaundice. It was implied 
that this test might be applied in patients having in- 
trahepatic cholestasis due to causes other than viral 
hepatitis. (Ann. Int. Med., 44: 589, 1956.) 


Structure of Malignant Tissue 


Lamp AND Barton used centrifugation techniques to 
study the apportionment of protein among the various 
cell fractions in normal tissues and in malignant 
tissues. Normal tissues showed wide variations in pat- 
terns of protein distribution, according to cell type. 
For example, in normal thymus cells, the bulk of the 
protein was found in the nucleus and in the fluid part 
of the cell. In normal liver and kidney cells, a relatively 
large part of the protein was in the mitachondria; 
while in normal pancreas cells, a relatively large part 
of the protein was concentrated in the microsome 
fraction. 

Although malignant tumors showed many differ- 
ences in their histologic appearance, all had the same 
pattern of distribution of protein within their cells. 
The pattern closely resembled that of normal thymus 
cells. Laird and Barton therefore suggested that tumor 
cells, regardless of their origin and their histologic 
appearance, all have the same basic architecture. 
(Science, 124:32, 1956.) 


Blood Volume Changes After Cerebral Trauma 


Havine norep that cerebral trauma is sometimes fol- 
lowed by the development of anemia, Smolik and his 
associates sought the reason for this phenomenon by 
measuring the blood volume repeatedly. Isotope tech- 
niques were used for this purpose in 21 patients having 
closed head injury. 

It was found that, in 11 patients, the plasma volume 
quickly expanded by from 15 per cent to 58 per cent 
above the calculated normal. Accordingly, there ap- 
peared to be an acute anemia when hematocrit 0 
hemoglobin values were assayed. All of these were p* 
tients having a more severe degree of brain injury. 4s 
they improved clinically, the blood volume values re 
turned progressively toward normal. 
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In two other patients, there was a similar expansion 
in plasma volume, after an initial reduction. 


ry In the remaining eight patients, the blood volume 
of # yalues were sometimes initially reduced and subse- 
at [§ quently returned to normal, or they were not appre- 
at [% ciably altered during any phase of the illness. 

ne The authors proposed that an expansion of plasma 
to 7 volume usually explains the “anemia” observed after 
in &§ cerebral trauma. Thus the “‘anemia”’ is a dilution effect. 
ht However, in three cases, there was a reduction of the 
ed # hematocrit without an increase in the plasma volume. 
n- — The mechanism for anemia in these cases was not 
ral elucidated. 

Although the authors did not comment upon this 
point, it seems apparent that the expansion of blood 
volume may partly explain acute pulmonary edema 
that sometimes follows severe head injury. (Surg., 

to Gynec. Obst., 102:263, 1956.) 
ef ECG Changes in Apoplexy 
pe.  Asour TWO YEARS AGO, Burch and associates reported 
the #@ that certain electrocardiographic changes seem re- 
art HH lated to cerebrovascular accidents. In an experience 
ely with 12 patients with various cerebrovascular acci- 
ra; dents (principally subarachnoid hemorrhage), Wasser- 
art J mann and coworkers confirmed that earlier report. 
me The principal electrocardiographic alterations were 
prolongation of the QT interval and abnormally wide 
fer- § and frequently inverted T waves (T-U waves). The 
me @ cause for these changes was not apparent. They were 
lls. not related to abnormalities of blood electrolytes, body 
mus # temperature, or blood pressure. (Am. J. M. Sc., 231: 
mor 502, 1956.) 
ogic 
ure. 
Treatment of Wilms’ Tumor 
ALTHOUGH an infrequent lesion, Wilms’ tumor re- 
mains the most common abdominal malignancy of 
infancy, Ng and Low-Beer report on the experience of 
fol- the last ten years with this disease on their pediatrics 
his service—nine cases among 13,656 admissions. 
1 by It is now generally accepted that these highly ma- 
ech- lignant tumors arise from mesodermal cells displaced 
ving #@ from the primitive kidney during development. 

Most patients are less than 3 years of age, although 
ume J@ one of this series was 18. Abdominal mass was the 
cent @@ presenting symptom in most cases. Three had fever, 
ap and one had microscopic hematuria. Roentgenographic 
t of @ studies revealed calcification within the tumor in one 
case, bilateral involvement in one case. 

, As These authors emphasize that high survival rates are 
Te- 


possible with prompt treatment. The present treat- 
ment regimen consists first of preoperative radiation 
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(2,500 r in three to four weeks). Three to four weeks 
later (to allow for maximal effect of radiation and sub- 
sidence of surrounding reaction) nephrectomy is per- 
formed. After nephrectomy, a second similar course of 


_radiation is given. 


The diagram below presents the survival rates in a 
composite series of 27 patients treated in the same 
clinic. The total survival rate was 52 per cent but 
seven of eight patients treated with the above regi- 
men have survived two and one-half years or more. (J. 
Pediat., 48:763, 1956.) 


Subclinical Rheumatic Carditis 


SINCE THE ADVENT of surgical treatment of mitral steno- 
sis, there has been an opportunity to correlate clinical 
and pathologic observations on the state of the rheu- 
matic process. Thus, histologic examinations of the 
amputated left auricular appendage have been made 
in a large number of patients who were deemed clini- 
cally to be in a stage of rheumatic inactivity. In about 
one-third of these cases, Aschoff bodies have been 
identified. Some authorities have interpreted this as an 
indication that active rheumatic carditis is present in 


about one-third of patients in whom clinical evidence 


does not support this thought. 
Tedeschi and Wagner used a somewhat different 
method of analysis. They took into account the life 


SURVIVAL (TWO AND ONE-HALF YEARS) FOLLOWING 


TREATMENT FOR WILMS' TUMOR IN 27 PATIENTS 
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cycle of the Aschoff body and did not accept it as an 
indicator of activity unless there were collateral histo- 
logic alterations (fragmentation of collagen fibrils, 
changes in the ground substance, degeneration of myo- 
fibers, exudative inflammatory reaction). 

In a series of 400 amputated auricular appendages, 
there were 75 cases in which Aschoff bodies were dis- 
closed. However, the authors’ criteria for rheumatic 
activity were satisfied in only eight of these. 

The eight patients, like all the others, had been 
thought preoperatively to have rheumatic heart disease 
in an inactive phase. (Five of them actually had an 
elevated erythrocyte sedimentation rate.) Their clinical 
course postoperatively was not different from that of 
patients in whom histologic evidence of rheumatic 
activity was lacking. (Am. J. M. Sc., 231:382, 1956.) 


Laryngeal Spasm 


IN DESCRIBING the etiology and treatment of laryn- 
geal spasm, Fink gave three mechanisms of obstruc- 
tion: reflex closure of.the glottis, passive closure of 
the glottis, and reflex closure of the larynx. Each can 
obstruct respiration during general anesthesia. : 

Reflex closure of the glottis was stated to be due to 
a shutter-like adduction of the vocal cords. It occurs 
during light anesthesia in response to sensory stimu- 
lation. Producing a musical stridor, repeated with each 
respiration, it was regarded as an example of un- 
conscious phonation. Discontinuing stimulation and 
induction of a deeper plane of anesthesia were recom- 
mended. 

Passive closure of the glottis, occurring during deep 
anesthesia, was explained by the passage of air through 
the partially closed vocal cords. The negative pressure 
produced by the flow of air produces passive adduction 
of the cords with consequent obstruction. The author 
recommended the use of positive pressure before the 
onset of inspiration and lightening the plane of 
anesthesia. 

Reflex closure of the larynx, a protective reflex re- 
sponse to visceral sensory stimulation, was stated to 
represent an extreme form of cough. It is produced by 
a ball-valve mechanism, consisting of the pre-epiglottic 
body and false cords, operated mainly by such ex- 
trinsic muscles as the thyrohyoid. Fink stated that the 
most effective treatment for closure of the larynx is to 
force the chin forward by strong pressure behind the 
angles of the jaw. Irritants such as blood, mucus or an 
excessively long artificial airway must be removed from 
the larynx. Deepening the plane of anesthesia with 
intravenous agents and the use of muscle relaxants 
with adequate ventilation were also recommended. 


(Anesthesiology, 17:569, 1956.) 
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Complications of Infectious Mononucleosis 


BECAUSE OF HIS EXPERIENCE with the case of a young 
man having infectious mononucleosis complicated by 
encephalitis including coma and hemiplegia, Smith 
was stimulated to review the experience of others with 
complications of this disease. Pathologically, the lym. 
phocytic infiltration that characterizes infectious mo- 
nonucleosis may be seen in all organs of the body, so 
that a large variety of complications have been report. 
ed. The author listed the complications as follows: 

1. Neurologic Complications. These have included 
serous meningitis, meningitis, meningo-encephalitis, 
encephalitis, acute polyneuritis (Guillain-Barré syn- 
drome), and peripheral neuropathy. It is not surpris- 
ing that such neurologic complications have created 
difficulty in diagnosis, particularly when lymphadenop- 
athy is slight and when the neurologic effects precede 
all other manifestations of the disease. 

2. Rupture of the Spleen. 

3. Hepatitis. It is now believed that some degree of 
hepatitis is present in nearly all cases. In one recent 
series, jaundice appeared in 6.6 per cent of patients 
and was ascribed to hepatocellular damage. 

4, Anemia. Ordinarily anemia and thrombocytopenia 
are not features of infectious mononucleosis. However, 
there have now been about 16 case reports of a hemo- 
lytic type of anemia coming at the height of the illness. 

5. Thrombocytopenic Purpura. Many patients with 
infectious mononucleosis have a mild bleeding tend- 
ency. However, a true hemorrhagic diathesis or throm- 
bocytopenic purpura is rare. This complication comes 
explosively during the illness. It responds favorably 
to transfusions and there is full recovery. 

6. Pulmonary Complications. These have included 
pleural effusion and various forms of pneumonia. 

7. Cardiac Complications. It had long been thought 
that the only cardiac complications are subclinical and 
benign, consisting of transient nonspecific electrocar- 
diographic alterations. However, recently there have 
been reports of acute pericarditis due to infectious 
mononucleosis. 

8. Abdominal Complications. Involvement of the 
mesenteric lymph nodes may produce symptoms that 
suggest a diagnosis of appendicitis. 

9. Kidney Complications. These consist of the finding 
of abnormal constituents in the urine—mainly red and 
white blood cells, less often albumin and casts. 

10. Eye Manifestations. These have included conjunc- 
tivitis, papilledema with or without neurologic man! 
festations, and oculomotor palsies. ‘ 

11. Skin Manifestations. Infectious mononucleosis 
may be complicated by almost any type of rash. (Ann. 
Int. Med., 44: 861, 1956.) 
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intussusception in Adults 


Dean, Extis AND SAUER reviewed a series of 96 cases 
of intussusception, occurring in adults. They empha- 
sized the difference between adult and childhood forms 
of this entity. 

Although an organic cause for the intussusception 
is unusual in children, it was present in 87.5 per cent 
of the adult cases studied. A malignant neoplasm was 
found in 60.4 per cent, Meckel’s diverticulum in 4.2 
per cent and other miscellaneous lesions in 5.2 per 
cent. The most common symptom was intermittent, 
cramping abdominal pain. Changes in bowel habits 
were reported in a number of cases. A palpable ab- 
dominal mass was found in 42 per cent. Nearly one- 
third of the patients had passed gross blood by rectum. 

Roentgenographic examination was found to be the 
best method of demonstrating intussusception. A 
sausage-shaped, homogeneous shadow, outlined by 
two stripes of air, or by concentric rings of lighter 
density, has been described by other writers. The 
authors recommended barium enema examination, and 
described a “coiled spring” appearance as diagnostic of 
intussusception. 

Because of the high incidence of organic lesions in 
adult intussusception, the authors advised surgical 
exploration in all instances. In the cases reported, 
resection with end-to-end anastomosis was performed 
in 53, exteriorization resection in 16, and resection 
with end-to-side or side-to-side anastomosis in eight 
patients. In six, reduction alone was employed. 


(Arch. Surg., 73:6, 1956.) 


The Lateral Chest Film 


Apter, Stilson and Au believe that x-ray examination 
of the chest should routinely include a lateral film. 
They noted that the posteroanterior view does not de- 
fne areas hidden by the diaphragm and heart. As 
shown in the diagram at the right, these areas are 
visible in the lateral view. 

The authors appraised the advantages of the addi- 
tional film in 1,000 consecutive cases. There were seven 
instances (0.7 per cent) in which the lateral film dis- 
closed clinically significant findings that were not seen 
on the posteroanterior film. There were 30 cases (3.0 
percent) in which the lateral film gave added informa- 
tion of definite clinical significance. 

Itwas noted that, although these yields did not seem 
iumerically impressive, the single additional radio- 
staph cost little and had high importance. The results 
were thought to compare favorably with the yield of 


other routine diagnostic procedures. (California Med., 
$4:246, 1956.) 
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Skeletal Lesions in Sarcoidosis 


Sremn, AND Sones studied the x-rays of the 
hands and feet in 175 patients examined in the sarcoid 
clinic of the Henry Phipps Institute of the University 
of Pennsylvania. A definite diagnosis of osseous sar- 
coid involvement was restricted to three categories. 
The first is single or multiple rounded or oval radio- 
lucencies in the epiphysis surrounded by normal bone 
and referred to as a “punched-out” lesion. A second 
form of bone change is the diffuse type in which the 
cortex of the bone is thin and the medullary portion 
is widened, with a reticular pattern of the trabeculae. 
This is responsible for a honey-combed or lattice-work 
configuration. The third type is the mutilating one in 
which the lesions appear to coalesce to produce 
destruction of the bone. 

Of 81 patients with proved sarcoidosis, 14 (17.2 per 
cent) had definite osseous lesions, while six (7.4 per 
cent) were suspected of having such involvement. In 
94 sarcoidosis suspects, three (3.1 per cent) had 
definite osseous lesions and three (3.1 per cent) were 
suspected of having such involvement. Although osse- 
ous lesions in the tarsal and carpal bones have been 
rarely reported, in this series six instances of involve- 
ment were encountered. 

Complete bone surveys were carried out in ten 
patients who had demonstrable involvement of the 
bones of the hands or feet with the belief that these 
subjects would be most likely to show other areas of 
involvement if such were present. Roentgenologically 
demonstrable lesions were confined to the hands or 
feet in nine of these patients. Therefore it seems rea- 
sonable to conclude that the roentgenographically 
demonstrable osseous lesions of sarcoidosis are usually 
restricted to the hands and feet. 

Osseous involvement in sarcoidosis is rarely re- 
sponsible for symptoms. The lesions are important to 
the physician, however, because they provide useful 
evidence to support the diagnosis of sarcoidosis. Osse- 
ous lesions of this type are rare in tuberculosis, histo- 
plasmosis and berylliosis—diseases that commonly 
produce histologic and clinical changes similar to 
those of sarcoidosis. (Arch. Int. Med., 97:532, 1956.) 


Novobiocin 


PRELIMINARY Clinical experience with novobiocin indi- 
cated that this drug provoked a relatively high per- 
centage of minor, but annoying skin rashes. Welch 
and his associates decided that on the basis that 0.5 
Gm. of novobiocin twice daily should be sufficient for 
most infections, this dose was administered to a group 
of 200 adult males to determine the incidence of skin 
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rash. Three of the subjects showed a yellow discolor. 
ation of the sclerae which faded gradually on discon. 
tinuation of the drug. Only one exhibited a drug rash, 
an incidence of 0.5 per cent. 

The authors suggested that the relatively hig)i per. 
centage of skin rashes reported during the early clini- 
cal use of novobiocin may be related to the dose and 
number of days of treatment. Because of the relatively 
high activity of novobiocin against susceptible micro- 
drganisms and the extremely high blood concentrations 
obtained with relatively low doses of this drug, the 
authors propose that doses of 0.5 Gm. twice daily 
should be ample for most susceptible infections, 
Through use of such a regimen, annoying skin rashes 
previously reported following use of this drug may be 
kept at a minimum. (Antibiot. Med. & Clin. Therapy, 
3:27, 1956.) 


Aortic Graft in Infancy 


Cootey AND Taytor recently encountered a large 
fusiform aneurysm of the distal thoracic aorta in an 
11-month-old infant, during thoracotomy for what 
was considered to be a posterior mediastinal tumor. 
The aneurysm was resected and an adult common iliac 
arterial homograft used to bridge the defect. Recovery 
was relatively uneventful. 

Aneurysms of the aorta are rare in infancy and 
childhood. This is the first report of successful sur- 
gical treatment. Congenital aneurysms probably result 
from a deficiency of, elastic tissue in the wall of the 
aorta. More common is mycotic aneurysm, due to sub- 
acute bacterial endocarditis and septicemia. Rarer 
causes for aneurysm in childhood are syphilis, rheu- 
matic fever and tuberculosis (erosion by adjacent 
lymph nodes into the aortic wall). Coarctation, Mar- 
fan’s syndrome and other rarer congenital or heredi- 
tary defects may be associated with aneurysm of the 
aorta in infancy. 

An important consideration is the rate of growth of 
the aorta in relation to the graft. As the child grows, 
frequent careful examinations must be made. It is 
possible that subsequently, a larger graft will be re- 
quired to replace the present one. (J. Pediat., 49: 185, 
1956.) 


Taussig-Bing Syndrome 


THE CLINICAL LABORATORY and pathologic features of 
transposition of the aorta with levo-position of the pul- 
monary artery were described by Taussig and Bing in 
1949. ; 

Azevedo and his colleagues, of Rio de Janeiro, de- 
scribe two boys, 5 and 6 years old, in both of whom 
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cyanosis had been noted since the first few weeks of 
life. Both boys were persistently cyanotic with moder- 
ately limited capacities for effort. Neither squatted. 
In both, there was clubbing in all four extremities, 
greatly accentuated pulmonic second sound and no 
murmurs. 

Roentgenograms in both cases revealed moderate 
cardiac enlargement, with enlarged pulmonary arteries 
and prominent pulmonary vascular markings. Electro- 
cardiograms in both revealed marked right axis devia- 
tion and right ventricular hypertrophy. 

The differential diagnosis with Eisenmenger’s com- 
plex (dextroposition of the aorta with interventricular 
septal defect) may be partially based on the earlier ap- 
pearance of cyanosis in the Taussig-Bing syndrome. 
In one of the present cases, this differential was clearly 
made at cardiac catheterization, which showed greater 
oxygen saturation in the pulmonary artery than in the 
aorta. In the other case, angiocardiography was diag- 
nostic. The aorta was contrasted only from the right 
ventricle, while the pulmonary artery was contrasted 
from both. 

(The importance of accurate diagnosis of congenital 
heart disease cannot be overemphasized. Strides are 
being made with experimental surgery in the field of 
transposed great vessels.) (Am. Heart J., 52: 249, 
1956.) 


liver Biopsy in Tuberculosis 


To DETERMINE the value of liver biopsy in a tuberculosis 
hospital, the results of biopsies on 128 patients were 
reviewed by Buckingham and his associates. Histologic 
lesions found were divided into five categories: (1) 
miliary granulomas; (2) histiocytic nodules; (3) non- 
specific reactive hepatitis; (4) amyloid infiltration; and 
(5) nontuberculous lesions. The tuberculous granu- 
lomas could not be differentiated from sarcoid follicles 
unless tubercle bacilli were demonstrated. The most 
frequently seen lesion was nonspecific reactive hepa- 
titis (44 per cent). Next in order of frequency were 
histiocytic nodules (20 per cent); tuberculous gran- 
ulomas (19 per cent) ; specific nontuberculous lesions 
(10 per cent); amyloid infiltration (4 per cent); and 
normal liver (3 per cent). 

Although the presence of tuberculous granulomas 
in liver tissue means hematogenous dissemination at 
least to the liver, such a finding was not necessarily 
diagnostic of acute miliary tuberculosis, since these 
lesions were also frequently seen in extrapulmonary 
tuberculosis and tuberculous pleural effusion. The 
degree «f nonspecific reactive hepatitis (liver damage, 
focal necrosis and inflammation) reflects systemic 
toxicity. (Dis. of Chest, 29:675, 1956.) 
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Contractile Ring of the Esophagus 


One OF THE Causks of dysphagia is a contractile ring at 
the lower end of the esophagus. As described by 
Kramer, this “appears as a sharply demarcated neg- 
ative shadow, ringlike in character, 2 to 6 mm. in 
breadth, intersecting the esophagus at right angles to 
the long axis, and 2 to 6 cm. above the cardioesopha- 
geal junction.” 

Since this type of deformity is sometimes observed 
in people who do not have dysphagia, Kramer set out 
to ascertain the prevalence of the asymptomatic form. 
Fluoroscopy was carried out in 100 patients without 
esophageal symptoms. A definite contractile ring was 
demonstrated in six patients (see illustration below). 

On the basis of this high prevalence of contractile 
ring in asymptomatic form, Kramer warned against the 
assumption that a demonstrated contractile ring is 
necessarily the cause for a patient’s dysphagia. He ad- 
vised confirmation of that assumption by feeding the 
patient a mixture of food and barium. Then if the 
patient has dysphagia and the barium-food mixture is 
seen impacted at the contractile ring, it would be safe 
to assume that the ring is the cause for the symptom. 
(New England J. Med., 254:692, 1956.) 


Courtesy New Encianp J. 


Asymptomatic lower esophageal contractile ring. 
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Primary Atypical Pneumonia 


Wotr anv Brown treated four groups of patients hav- 
ing primary atypical nonbacterial pneumonia with 
chlortetracycline hydrochloride, erythromycin stear- 
ate, oxytetracycline hydrochloride and tetracycline 
hydrochloride respectively. The patients were com- 
pared with a control group of patients with primary 
atypical nonbacterial pneumonia who received no 
specific therapy. 

The-evaluation indicated that the antibiotics em- 
ployed did not alter the duration of pneumonitis in 
primary atypical nonbacterial pneumonia. Further- 
more, the method of treatment had no influence on 
the manner of resolution. Patients of each group pre- 
sented similar gradual clearing of the infiltrative 
process on the frequent follow-up films. (Arch. Int. 
Med., 97 :593, 1956.) 


Results of Mitral Commissurotomy 


ALTHOUGH generally favorable results have been re- 
ported in selected cases of mitral stenosis treated by 
mitral commissurotomy, the question of long-range 
benefit remains to be evaluated. For this reason Her- 
man and associates re-evaluated an unselected group 
of 46 patients after an interval of one to three years 
following surgery. There was a definite curtailment of 
the symptoms of hemoptysis and paroxysmal nocturnal 
dyspnea. This was concrete evidence of an improved 
physiologic status. 

There had been 27 definite episodes of peripheral 
embolization in ten of these patients prior to surgery. 
In the interval between surgery and follow-up evalu- 
ation, there were no detectable episodes of peripheral 
embolization. 

The diastolic rumble of mitral stenosis was present 
in every patient at the time of follow-up examination. 
However, in about one-third of the cases, there was 
a marked decrease in the intensity of this murmur. 
Nevertheless, this decrease did not consistently corre- 
late with large decreases in right ventricular pressure. 

Eight patients were noted to have an early diastolic 
murmur at the cardiac base prior to surgery. This was 
interpreted as due to relative pulmonic insufficiency. 
On re-examination, only two continued to have this 
murmur. Objectively demonstrable improvement was 
evident in reduction of right ventricular pressure and 
decrease of right ventricular force on the electro- 
cardiogram. 

In 23 patients, it was possible to compare preoper- 
ative chest x-ray films with follow-up films. Most of 
these comparisons revealed little change except for the 
loss of the left auricular appendage on the postero- 
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anterior view. There was no consistent relatioi ship 
between the presence or absence of calcification «f the 
mitral valve and clinical or laboratory results. As a 
result of this study, the authors conclude that jnitral 
commissurotomy with auricular appendectomy is an 
effective method for controlling many of the manifes. 
tations of mitral stenosis. (Dis. of Chest, 30:20, 1956.) 


Neoplastic Serous Effusions 


BONTE AND HIS ASSOCIATES compared the effectiveness 
of nitrogen mustard and radioactive colloidal gold in 
the management of malignant effusions. Their studies 
indicated that nitrogen mustard directly instilled into 
malignant effusions appeared to be of the same order 
of effectiveness as radioactive colloidal gold. In addi- 
tion, mustard therapy had several advantages over 
radioactive gold. It is easier and simpler to administer, 
requiring no special facilities. It is almost universally 
available and while the use of radioactive colloidal gold 
is confined to larger institutions with facilities for 
handling large quantities of radioactive material, nitro- 
gen mustard therapy may be carried on in the smallest 
hospital. If nitrogen mustard proves ineffective, subse- 
quent treatment with radioactive colloidal gold may 
be beneficial. In certain cases, one substance may be 
successful where the other has failed. It has not been 
proved that a combined form of therapy, involving the 
use of both materials, gives better results than are ob- 
tained with either used alone. (Radiology, 67 :63, 1956.) 


Respiratory Depression from Blocking Agents 


CONVERSE AND Basa reported 13 patients in whom, 
following the use of such myoneural blocking agents 
as Syncurine, respiratory depression occurred. In most 
instances the patient failed to resume spontaneous 
ventilation at the close of the operation. In no instan- 
ces did the apnea respond to such usual methods of 
therapy as carbon dioxide stimulation. All responded, 
however, to fairly large doses (1.125 Gm.) of intra- 
venous nikethamide (Coramine). 

The authors thought that the respiratory depression 
was due to abnormal sensitivity of the respiratory 
center. This was substantiated by the failure of the 
patients to respond to carbon dioxide stimulation. The 
authors also were convinced that the remarkable re- 
sponse to the intravenous injection of large doses of 
nikethamide represented a cause and effect relation- 
ship. They were unable to explain the physiologic 
mechanism involved. They suggested that further as- 
sessment of the nature of the central effect may clarify 
the mode of action of nikethamide in reversing it. 
(Arch. Surg., 73:54, 1956.) 
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Increase in Homosexuality 


(Academy of Psychosomatic Medicine, New York, Oct. 4.) 
Tue Kinsey Report has created a recent increase in 
incidence of homosexuality. Kinsey’s statistics indicat- 
ing a 37 per cent incidence of sometime homosexuality 
were apparently created by attraction for interviewing 
by homosexuals once his project became known. This 
new type of deviation might be called “‘statistically- 
induced” homosexuality. The general physician in 
handling this problem can point out that it is a curable 
neurosis, requiring psychoanalytically oriented psycho- 
therapy.—Dr. Epmunp Bercuer, New York City. 


Physicians and Obesity 


(Ibid, Oct. 4.) IN TREATING OBEsITY the physician must 
help patients acquire the necessary motivation to re- 
educate their appetites. The most important element 
isthe doctor’s own attitude, which should be a judicious 
mixture of “firmness and tolerance.” When the patient 
fails to produce the desired results, subtle changes 
may arise in the doctor end of the doctor-patient re- 
lationship. The physician’s own hidden feelings may 
percolate through to the patient, giving him an ex- 
cellent excuse to halt an obnoxious regimen.—Dr. 


Wirrep Dorran, Brooklyn, N.Y. 


Doctors and Anxiety 


(Ibid, Oct. 6.) INCREASING ATTENTION is being paid in 
the doctor-patient relationship to the physician’s own 
unconscious feelings and attitudes, and their influence 
upon the patient. Physicians must cope with more 
anxiety than most humans, and so develop their own 
anxieties and defense maneuvers. By learning to recog- 
nize anxiety within themselves, they reduce the risk 
that their own defenses will create a feeling of rejection 
in the patient.—Dr. Mitton Rosensaum, Albert Ein- 
stem College of Medicine, New York. 


Here each month are published notes of progress 


in diagnosis and treatment as reported at recent medical meetings. 


GP’s aim is to get news of new drugs and other developments 
to physicians no later than their patients read of them 


in the daily press and weekly newsmagazines. Report of a new theory 


or therapeutic claim here, prior to its formal publication 
in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 
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Ring Finger Rash 


(Ibid, Oct. 6.) LocatizeD RASHES may have symbolic 
meanings that require the physician’s interpretation. 
As an example, a rash on the ring finger may indicate 
marital discord. Such ailments as weeping eczema call 
for sympathy and psychologic understanding from 
the physician.—Dr. Maury D. Sancer, Albert Einstein 
College of Medicine, New York. 


Old Age Therapy 


(Ibid, Oct. 5.) ComBineD THERAPY with reserpine, 
amphetamine and vitamins produces improvement in 
nutrition, sphincter control, muscle strength, so- 
ciability, initiative and self-care among a group of elder- 
ly psychotic patients. Control patients receiving 
placebos showed no effects.—Dr. Lionet BLACKMAN, 
Lakeville Medical Center, New Hyde Park, N.Y. 


Overlooked Kidney Stones 


(American Roentgen Ray Society, Los Angeles, Sept. 26.) 
MANY MORE PATIENTS have ureteral stones than are be- 
ing diagnosed. The calculi were not recognized in 20 
per cent of 200 cases of proven stones, but a review 
of the same x-ray films indicated that stone shadows 
actually were present in 96 to 98 per cent. Almost 
all stones are visible on plain x-ray films of the urinary 
tract, but occasionally a stone shadow will disappear 
completely though the trouble-maker still exists. 
Practically all stones of less than (5) millimeters in 
diameter reach the pelvic ureter in a few hours.— 
Dr. Haron O. Peterson, St. Paul, Minn. 


Hirschsprung’s Disease 


(Ibid, Sept. 26.) THe TRUE INCIDENCE and importance of 
Hirschsprung’s disease as a cause of fatalities among 


young infants are not being generally recognized. 
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Clinical and x-ray diagnostic criteria are less well 
established for the newborn and young infant than 
for older children. The main manifestation is failure 
of the colon to empty, and this can be recognized in 
the newborn by observing poor evacuation of a barium 
enema. In normal infants, evacuation is rapid. In x-ray 
diagnosis, there will be many variables in the mani- 
festations of the disease from time to time even in the 
same patient. Rectal biopsies and biopsies at laparotomy 
can be most important and useful—Dr. Wma A. 
Evans, Detroit, Mich. 


Mediastinal Tumors 


(Ibid, Sept. 25.) THE UNDIAGNOSED mediastinal tumor 
should not be permitted to remain any longer than 
would an undiagnosed abdominal mass. Only a decade 
ago, mediastinal tumors were considered rarities, 
harmless if benign, hopeless if malignant, but “‘for- 
tunately the contrary has now been pointed out” and 
removal is advocated. Even if benign, these tumors 
eventually produce serious if not fatal symptoms, 
and there is a definite tendency for them to become 
malignant.—Dr. W. Emory Burnett, Philadelphia. 


Radium Still a Standby 
(Ibid, Sept. 27.) Ravrum is still essential in therapy of 


cancer and some other major diseases despite the advent 
of radioactive isotopes and supervoltage x-ray equip- 
ment. “Radium continues to be the standard for in- 
terstitial and intra-cavitary use. While the isotopes are 
steadily being improved for these purposes, they still 
do not measure up to the practical side that radium 
has attained. . . . Radium is useful for many things 
besides treating hemangiomas and cancer of the cer- 
vix.”—Dr. Douctas Quick, New York City. 


Polio Progress 


(New York Times, September 29.) No cup died of 
polio in 1956 who had all three Salk vaccine shots. 
The year’s total of polio cases so far is much lower 
than last year’s. There were 11,503 new cases from 
January 1 through September 22, compared to 21,751 
for the same period last year. The number of paralytic 
cases was also fewer this year. Polio vaccine is now 
plentiful enough to vaccinate all age groups.—Dr. 
Davin E. Price, United States Public Health Service. 


Alimentary TV View 


(New York Times, September 29.) A RECENTLY patented 
device takes a miniature television camera into the 


alimentary canal to aid in medical diagnosis. The 
inventor, Radiologist Edward Emanuel Sheldon, says 
it makes possible for the first time visual examination 
of internal organs regardless of size and shape, simul- 
taneous viewing by many examiners, and photographic 
recording. He reports that simultaneous observation is 
extremely important because prolonged endoscopic 
viewing is too rigorous for the patient.—Sracy V. 
Jones, Washington. 


Pertussis a Continuing Threat 


(United Nations World Health Organization, Geneva, 
Switzerland, Sept. 19.) More INFANTS succumb during 
the first year of life to whooping cough than to all 
other common infectious childhood diseases combined. 
While deaths from pertussis have slackened off con- 
siderably world-wide since 1900, the decline has not 
matched that attained in deaths from other childhood 
diseases. Annual U.S. mortality from this disease dur- 
ing the last five years was two per million among white 
persons, and 16 among nonwhites.— WHO report. 
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Pharmaceutical Time Bombs 
(Purdue University announcement, Lafayette, Ind., Sept. 


19.) A NEW PLASTIC BANDAGE and an ointment will re- 
lease a constant level of medication to the skin for two 
weeks. Either one may help reduce discomfort of re- 
peated changes of dressings on burns, superficial cuts, 


infections or poison ivy dermatitis. The bandage and & : 
ointment include ion-exchange resins to whose sur- a 
faces are loosely absorbed particles of antibiotics such ul 
as streptomycin or neomycin. In contact with the skin, a 
the resins trade their medicinal ions for free hydrogen & < 
ions from blood serum. The method was developed by a 
Dr. J. SPERANDIO, associate professor of pharmacy, 
Purdue University, and graduate students Wuson § 
NASHED, PH.D. and WILLIAM FIEDLER, PH.D. ing 

hist 
Cancer Detection not, 
(University of Minnesota announcement, Minneapolis, a 
Aug. 16.) Cancers were discovered in one of every 39 & 
apparently well men and women examined at the ail 
University of Minnesota’s Cancer Detection Clinic in pee 
the last eight years. In 22,723 examinations of 7,786 9 
persons (half of them men over 50, the rest women over @ 
45), University physicians discovered 205 cancers, @ .., 
4,082 precancerous conditions requiring treatment, @ ). 
and 6,997 benign tumors. Women and men shared 4 
equally in these abnormalities. Those needing attention J 
were referred to their own physicians.—Dr. ALBERT & .., 


SULLIVAN, center director. 
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Panisthesias of Hands and Arms 


Q. We frequently see young farmers who complain of 
their arms and hands “‘going to sleep,” usually 
during their busy seasons, and noticed most often at 
rest or after they have been in bed at night. Physical 
examination and laboratory studies are all normal. 
What is the problem here, and what therapy is 
indicated ? 


A. Such acroparesthesias in a young and vigorous 
man are most suggestive of trouble in the region of 
the root of the neck. The main thoughts that come 
to mind are as follows: 

1. Hyperabduction Syndrome. When the arms are in 
a position of hyperabduction, the subclavian arteries 
are compressed to a point that, in some people, the 
pulses are obliterated. This finding is apparent in a 
majority of young men. Usually it does not cause 
symptoms because few people keep their arms in this 
awkward position long enough to make them uncom- 
fortable. However, an occasional patient does develop 
nocturnal paresthesias because he has the habit of sleep- 
ing on his back with his arms overhead. The patient’s 
history may reveal this answer. When the history does 
not, it may be because the patient brings his arms 
down when the discomfort sets in, and then awakens 
with arms at sides. Then the diagnosis can be made 
only by observation of the patient during sleep. Treat- 
ment entails training the patient to sleep in a better 
posture, 

2. Compression of Brachial Plexus. A variety of cir- 
cumstances may account for paresthesias of the upper 


extremities as a result of involvement of the brachial — 


plexus, Anomalous course of the plexus, cervical rib 
and scalenus anticus syndrome are examples. Often 
the symptoms seem related to changes of posture that 
result from the influences of age and occupation. For 
stance, as the patient grows older, his shoulders may 


GP Novemt.-r 1956 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


gradually assume a lower, more sloping position. This 
seems to predispose to the development of symptoms. 
These thoughts are more fully developed in an article 
by Peet and associates in Proceedings of the Staff Meet- 
ings of the Mayo Clinic for May 2, 1956 (“Thoracic Out- 
let Syndrome”) and in an article by Johnson in the 
Journal of the American Medical Association for Decem- 
ber 17, 1955 (‘Posture and Cervicobrachial Pain 
Syndrome”). 

With brachial plexus compression, symptoms are 
sometimes exclusively nocturnal because of the sleep- 
ing posture. 

Conservative treatment includes prescription of 
exercises to strengthen the elevator muscles of the 
shoulder girdle. These are described in detail in the 
essay by Peet’s group, mentioned heretofore. Surgical 
treatment would be directed to the removal of anoma- 
lous factors that have been specifically demonstrated. 

3. Compression of Subclavian Artery by Cervical Rib 
or Scalenus Anticus. In some patients, with or without 
compression of the brachial plexus, the subclavian 
artery may be involved because of a cervical rib or 
because of hypertrophy of a scalenus anticus muscle. 
The paresthesias result from ischemia, as in the hyper- 
abduction syndrome. 

Cervical rib is diagnosed by x-ray examination. 
Scalenus anticus syndrome is diagnosed by certain 
maneuvers that are clearly described in Peripheral 
Vascular Diseases (Allen, Barker and Hines; W. B. 
Saunders Co.). 

Conservative treatment is the same as for compres- 
sion of the brachial plexus. Surgical treatment entails 
cutting the scalenus anticus muscle. 

4. Cervical Vertebral Disorders. When nerve roots 
are compressed as a result of osteoarthritis or a dis- 
placed cervical vertebral disc, acroparesthesias may be 
the earliest symptom. X-ray examination is helpful in 
diagnosis. Treatment requires relief of pressure on the 
nerve roots. Often this can be accomplished by meas- 


149 


ne 
ys | | 
on | 
ic 
is 
| 
| | 

a, ( 
ng 
all 
d. 
‘ot 
od 
IT- 
ite 

pt. 
re- 
| 
ts, 4 
nd 
ch 
en 
by 
ON 
lis, 
39 
the 
in 
86 
ver 
TS, 
nt, 
red 
ion 
ERT 


ures developed by experts in physical medicine (exer- 
cises, traction), but surgical treatment is occasionally 
needed. 

5. Median Carpal Tunnel Syndrome. Compression 
of the median nerve at the wrist sometimes develops in 
people who make vigorous use of their hands. This is 
somewhat more common in housewives (the hard- 
working kind) than in farmers. The paresthesias are 
limited to those parts of the hands supplied by the 
median nerves. Anesthesia follows, and the thenar 
eminence may atrophy. Treatment consists of surgical 
unroofing of the tunnel through which the median 
nerve passes at the wrist. 

Since the question specified “arms and hands ‘going 
to sleep’,” median carpal tunnel syndrome is elimin- 
ated as a diagnostic possibility. 


Diagnosis of Purpura 


Q. An elderly white man has been showing ecchymoses 
periodically on the forearms and hands for several 
months. They appear on awakening in the morning. 
Except for the ecchymoses and a few petechiae on the 
legs, examination is not remarkable. A full ‘bleeding 
work-up” is negative except that the tourniquet test 
is positive. Please discuss significance, and give 
recommendations for treatment. 


A. In a patient of this sort, the “bleeding work-up” 
should include: complete blood count, platelet count, 
bleeding time, clotting time, clot retraction, prothrom- 
bin time and tourniquet test. In the instance under 
discussion, one would have to consider possibilities 
other than primary blood dyscrasias. These possibilities 
could readily be evaluated by the usual history, physical 
examination, routine urine and some simple blood 
chemistries. By such methods, hypertension, various 
infectious diseases (sepsis), diabetes, uremia (chronic 
renal insufficiency), scurvy and allergy might be elim- 
inated. 

Rarely, pancreatic and prostatic cancer is associated 
with a coagulation defect (increased fibrinolysis). The 
former is diagnostically elusive, the latter may be diag- 
nosed on physical evaluation of the gland, and deter- 
mination of the acid phosphatase. 

If a definite diagnosis is not thus established, one is 
probably faced with the purpura of senility, a condition 
brought on by vascular and soft tissue degenerative 
changes. There is no satisfactory treatment for this 
condition. The localization of the ecchymoses and the 
time of their appearance might suggest an additional 
vascular factor that is intermittently operating. In that 
connection, it is pertinent to inquire whether or not 
the patient sometimes sleeps with his arms over his 
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head. In that position, the axillary and sulclavia, 
veins could be distorted enough to increase the venous 
pressure in the arms. Then, in the presence of , 
tendency” to purpura, ecchymoses might ap)ear. 


Immunization Schedules 


Q. If a-baby is given his injections of triple vaccin 
(DPT) at 3, 4 and 5 months of age, how long a tim 
can elapse and still have a booster dose effective ? If this 
same baby gets his regular course of DPT at 3, 4 and 
5 months, and his boosters at 2 and 5 years, how long 
a time can elapse and still have a booster effective? | 
have particular reference to tetanus toxoid and pertus- 
sts vaccine. 


A. After basic immunization with DPT, booster doses 
are effective in producing anamnestic response after 
many years (at least ten or 15), and it should never 
be necessary to repeat the original series. It is advisable 
to give the first booster after one year, but it is effective 
if given as early as 6 months after basic immunization. 
It is preferable not to delay the first booster beyond 1§ 
months, as the child is no longer adequately protected. 
After the first booster he is protected more strongly and 
for a longer time. 

As stated in the answer to part (1) a booster injec- 
tion against tetanus and pertussis will produce a te- 
sponse if given after almost any number of years. It is 
wise to give a tetanus booster every five or ten years to 
keep the immunity high. Pertussis immunity is ade- 
quate after the first booster dose for four or more 
years, and since children of school age are little 
threatened by an attack of pertussis, it is necessary to 
keep their immunity high only in order to protect 
small infants at home against the possibility of the 
school age child acquiring pertussis and carrying 1 
home to young siblings. 


Cancer of Uterus 


Q. Should a routine cervical smear be made for special 
stain and early cancer cell detection ? 


A. Assuming that a competent cytologist is available, 
it would be desirable to “screen” all women over the 
age of 30 annually, utilizing the Papanicolaou and 
Traut vaginal smear technique. One can rely upon 
this technique only for the detection of early car 
cinoma of the cervix, not for adenocarcinoma of the 
uterine fundus. Inasmuch as cervical carcinoma 1s Ver} 
rare in nulliparous women with no visible disease of 
the cervix, physicians frequently eliminate this group 
from the annual screening process. 
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Special Features 


THE PRESIDENT’S DEDICATION ADDRESS 


BY JOHN S. DE TAR, M.D. 


An event long anticipated by Academy members was 
climaxed on September 1 at the formal dedication of the 
Academy's new national headquarters building. In his 
dedicatory banquet address, President John S. DeTar, 
Milan, Mich., reviewed the Academy's achievements in 
restoring humaneness to medicine and revitalizing the 
institution of general practice.-—PUBLISHER 


THE DEDICATION of the Academy’s headquarters build- 
ing marks another milestone in the march of medicine. 
It takes place at a time in medical history when new 
and marvelous discoveries are being made at a rate that 
defies any one physician to keep pace with them. At 
such a time the questions quite naturally arise: What 
is the general practitioner’s function? What is his 
place, his obligation and his responsibility? Why not 
a new and beautiful building for radioisotopes or en- 
zymology, for endocrine study, or virus experimenta- 
tion? These are areas of medical advance for the com- 
ing decade. Certain groups of people, both lay and 
medical, have little use for the general practitioner. 
The archcynic of his day, H. L. Mencken, warned 
American physicians just a few years ago to be wary 
about defending the family doctor who at best, he said, 
isa humble artisan, not an artist, not a scientist. 

The past generation has seen the extension of scien- 
tiie acumen unparalleled in history. Associated with 
this advance has been the development of the medical 
specialtics and subspecialties which, taken together 
with the general practice of medicine, provide a com- 
Posite me«lical service. The adequacy and completeness 
of this service was undreamed of 25 years ago. 
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Witness the dramatic advancement in the treatment 
of pulmonary tuberculosis, from the days of rest in bed, 
to sanitorium bed rest and fresh air, on to phrenic 
nerve cutting, then to pneumothorax, to the use of 
streptomycin, on to the modern treatment with para- 
aminosalicylic acid, viomycin and isoniazid. These 
new techniques, plus resection of the diseased portions 
of the lung, draining of cavities, and surgical re- 
expansion of the lung were made possible by the 
modern antibiotic developments and improved methods 
of anesthesiology. They have revolutionized the entire 


More than 400 members and guests listened intently as Academy 
President John S. DeTar delivered his address at the dedication 
banquet. 
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treatment of pulmonary tuberculosis to the point that 
dozens of sanitoria, in all parts of the country, are today 
being closed. 


Victories Abound 


Tuberculosis, the captain of the men of death, is 
coming under the control of modern medicine through 
the cooperative efforts of physicians, surgeons, anes- 
thesiologists and biochemists. Twenty-five years ago 
this victory, today approaching reality, was but a dream. 
In almost every field of medical care we are witnessing 
control or elimination of disease. Niacin is curing pel- 
lagra, penicillin is eliminating syphilis, cortisone and 
thyroid are curing previously incurable nephrosis, the 
Salk vaccine shows promise of eliminating poliomye- 
litis. Such formerly fatal diseases as lobar pneumonia, 
purulent meningitis, mastoiditis and puerperal sepsis, 
are gradually vanishing from the autopsy room, suc- 
cumbing to the deluge of antibiotics. 

This generation is witnessing the advent of bloodless 
heart surgery with relief of chronic invalidism by skill- 
ful cutting of the valves within the heart. Today we 
have the mechanical heart and the mechanical kidney 
to supplement the work of those organs during sur- 
gical procedures. 

In the field of cancer control, we have multimillion 
volt x-ray beams, cobalt, the betatron, massive machines 
such as the new 70-million volt Synchrotron in Cali- 
fornia. These pieces of equipment pinpoint their 
therapeutic rays and treat cancer that would have been 
lethal a decade ago. We have the “cancer gun” which 
plants tiny radioactive gold seeds into the center of a 
growing cancer. We have radioactive iodine to detect 
tumors without surgery. We have radioactive phos- 
phorus to treat cancer of the blood. Brain tumors can 
be localized successfully in 60 per cent of cases by the 
use of radioactive isotopes. With the use of a radio 
sensitive probe, the neurosurgeon can determine the 
extent of a tumor with great accuracy during the opera- 
tion for removal. 


Specialties to Multiply 


We have radiosodium, and radiobromide, radiogold 
for prostatic cancer, and radiocobalt for the treatment 
of cancer of the bladder. We have radioactive phos- 
phorus to use in detecting the difference between 
cancers and nonmalignant tumors. We have recently 
found evidence that specific antibodies may be isolated 
and impregnated with radioactive materials, and re- 
injected into the body to provide specific targets for 
specific action on specific tissues for cancer elimina- 
tion, without harm to the rest of the body tissues. These 
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advances in the fields of medicine, surgery, biochem- 
istry, anesthesiology and radiation therapeutics are 
typical of the age in which we live. Unquesticnably, 
the march of scientific medicine will continue to ac- 
celerate. 

Without a doubt the number of special fields within 
medicine will continue to increase. There are already 
19 specialties, five subspecialties, and 27 “special di- 
visions” of specialties—51 special types in all. This 
growth unquestionably constitutes the essence of 
progress. 

However, something has been lost in the process. On 
every hand, in popular magazines, in medical maga- 
zines, in scientific meetings, you read and hear the 
appeal of the patient for someone, some single doctor, 
to advise, guide and counsel; to assist the patient 
through this maze of specialized medical attention 
about which he understands too little to chart his own 
course. Something has been lost in this rapid march of 
science in the treatment of human beings. That some- 
thing is the human individual himself—the human being 
with a soul. 


Neglect Through the Ages 


The treatment of the sufferer as just a mass of dis- 
eased protoplasm with a hospital number attached 
goes far afield from the tender solicitude of the old 
family doctor who, although he sat at the bedside with 
few specific agents at his command, breathed confidence 
and courage into his patient. 

And while the modern trend of specialization has 
elevated the science of medicine while neglecting its 
art, one cannot accuse today’s medicine of a fault 
which is of recent birth. Centuries ago, Plato com- 
plained, ‘‘For this is the great error of our day in the 
treatment of the human body, that physicians separate 
the body from the soul.” Voltaire was just as critical, 
but a bit more spicy. He said: ‘A physician is one who 
pours drugs of which he knows little into a body of 
which he knows less.” Recently Eduard Rist has put 
the problem in these words: ‘How many errors have 
been committed because the physician has not been 
able to discern, behind the masque of the invalid, @ 
man.” These are all simply different ways of expressing 
the same thought: that the patient, the sick person, 
whether in Plato’s time, Voltaire’s time, or our time, 
values the treatment of his soul equally with the treat- 
ment of his body. 


Idealism Waning 


Pearl Buck has described the frustration engendered 
by our highly specialized society in her book My Sa- 
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eal Worlds. In our case, we would apply her words to 
the patient. She deplores the fact that in our changing 
world the lay person has become completely dominated 
by the power of the professional specialist, be he 
plumber, social worker, politician or doctor. She says 
that it is this trend toward specialization in all fields 
| that has caused the layman to lose his general confi- 
dence in all human beings. She further deplores the 
loss of trust in the idealism of the medical field, calling 
the trend toward cold-blooded, scientific-minded spe- 
cialists “professional perfectionism in an imperfect 
world.” 

She states that what the world needs is a profes- 
sional mind that the individual layman can trust and 
that in order to satisfy that need of the laity, the pro- 
fessional must be first of all not a scientist, not a 
physician, not a soldier, not a politician, not a plumber, 
but a human being. 

She closes with the thought that if the professional is 
primarily a human being, he will feel for human beings 
and, in that feeling, will know a cosmie love. Then all 
the work of the physician, his teaching, research, 
training and skills will serve not for the mere sake of 
science, but for the sake of the human being as the 
supreme creation, before whom he must remain en- 
tirely humble. In so doing he will then return confi- 
dence, relief and comfort to the shaken human race. 


Restore Humaneness 


Pearl Buck’s appraisal of the need for being human 
above all other qualifications applies with equal ac- 
curacy to each of us, generalist or specialist. The 
physician who has the confidence of his patient has 
achieved half the cure. Humanity is in truth an in- 
separable part of science. It was to restore that quality 
of humaneness, it was to save and revitalize the insti- 
tution of the general practice of medicine, it was to 
save the general practitioner from extinction at the 
hands of the advance of specialism, that the American 
Academy of General Practice was born. These are the 
reasons we are dedicating our home today. During the 
30’s and the 40’s, the status of the general practitioner 
of medicine was steadily deteriorating. At the same time 
that state and national medical societies were electing 
their outstanding general practitioner of the year, that 
same generalist was being told by his hospital staff that 
his usefulness was ending, that his hospital practice 
must be curtailed, and that the services he had ren- 
dered hitherto must now be performed by specialists. 
In some instances, he was told that he had no place on 
the hospital staff. 

With a public crying for more family physicians, the 
numbe: entering general practice was dwindling. Only 
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18 per cent of the total class of 1950 planned to enter 
general practice. With a surplus of general surgeons 
and a shortage of general physicians, the percentage of 
residents engaged in specialty training had risen to 
98 per cent and those training for general practice had 
dropped to 2 per cent. 

In the face of the obvious need of more high quality 
rotating internships, only five of the 82 medical schools 
were sponsoring them. With lip service to general 
practice, only two of the 82 medical schools were 
operating a separate department of general practice. 


By-pass General Practice 


Hundreds of medical students, viewing the situa- 
tion, were selecting their specialty before graduation, 
completely by-passing the general practice of medicine. 

Millions of people, more than 30 million, didn’t 
have a family physician. More millions, members of our 
moving population, simply concluded there was no use 
looking for a generalist as a family physician. They 
settled for a clinic of specialists. It was into this most 
unpromising picture that the American Academy of 
General Practice was born as the result of the foresight 
and vision of a few family physicians who, in 1947, 
discerned that if America was to be saved from the 
ravages of government control of medical care, it would 
have to be through the rehabilitation of the family 
physician. They foresaw with great accuracy the threat 
inherent in an age of universal superspecialization, 
the threat of the starvation of the soul of the patient 
surrounded on all sides by laboratories, radioisotopes, 
operating rooms, and 51 types of medical specialists. 
Thank God, they did something about it. They organ- 
ized the American Academy of General Practice. 

They set their sights high: From the start, the 
Academy’s objectives have been: (1) to promote and 
maintain the highest standards of general practice; (2) 
to encourage medical students to become qualified 
family doctors; (3) to preserve the general practi- 
tioner’s right to practice medicine to the full extent of 
his ability; (4) to provide postgraduate training op- 
portunities for the family physician; and (5) to ad- 
vance the science of medicine and the nation’s health 
and welfare. 


Academy Answers Demands 


These ideals were high. They were courageously 
enunciated at a time when the family physician, by 
hospital staff discrimination and exclusion, was rapidly 
on the way to extinction as a medical entity. The 
Academy’s success is proof that it has answered the 
demands of both the profession and the consuming 


153 


m- 
ire 
ly, a 
; 
dy | 
i. 
| 
us 
of 
| 
| a 
he 
mr, 
nt 
on 
mn 
of 
e- 
ng 
od 
Id 
th 
ce 
as 
ts 
lt 
n- 
he 
te 
il, 
10 
of 
ut 
ve 
n, 
ba 


medical public. That success will continue and will be 
enhanced manyfold—in direct proportion to the degree 
to which we adhere to the basic idealism so well 
enunciated by that little group of family doctors back 
in 1947, 

We of the American Academy of General Practice 
are proud to be working in behalf of the family phy- 
sicians of America. We are proud to have a part in the 
great task of providing for the American people with 
more of the kind of physician they are asking for—the 
well-trained, highly qualified, conscientious family 
physician. We are proud to have a part in the defense 
of the generalist against discrimination and exclusion 
in his hospital staff relationships. We are proud to be 
exerting our greatest effort in behalf of improved med- 
ical services through the medium of postgraduate 
medical education, 

We are proud that a member of the American Acad- 
emy of General Practice is today the president of the 
American Medical Association, a small town doctor, a 
general practitioner, who has not only endeared him- 
self to his own patients by a lifetime of service, but 
who, for a third of a century, has steadily contributed 
to the solution of problems of organized medicine, 
and who today is leading the way to a healing of the 
breach between various segments of the profession. 

We are proud to be a part of the cordial, friendly, 
beautiful and cultured community of Kansas City. We 
of the Academy are hopeful that the far-flung activities 
which emanate from our new building will redound to 


the credit of our geographic home as well as to the 
whole institution of American medicine. 


Gettysburg Address Applicable 


We of the Academy are happy that distinguished 
people from official Kansas City, and from official 
American medicine have found it possible to partici- 
pate in this, the dedication of our home. 

Let me add one thought to what has been said today, 
I borrow it from the greatest address in American 
history: 

**... Ina larger sense, we cannot dedicate, we can- 
not consecrate, we cannot hallow this ground. . . . It is 
for us the living rather to be dedicated here to the 
unfinished work which they who fought here have thus 
far so nobly advanced. . . .” 

Here I am thinking of the late Dr. Merrill Shaw of 
Seattle who, as he lay on his deathbed, was still dream- 
ing dreams and planning plans for the Academy. I am 
thinking of the late Dr. Francis Hodges of San Fran- 
cisco who would have been with us today had not his 
promising career been so suddenly cut short just two 
weeks ago. 

As we dedicate this building, it behooves us to re- 
dedicate ourselves to the great purposes which brought 
us into being. With our sights and our ideals fixed at a 
level which will bring a higher and higher quality of 
human service to the American people, we cannot, 
indeed we shall not, fail. 


Progress in Cancer Attack 


Tue Connecticut Cancer Record Register is the only 
known continuous record of all recognized cases of cancer 
with a lifetime medical follow-up collected from the total 
population of the state. 

The Connecticut State Department of Health kept rec- 
ords on cancer victims from 1935 to 1951. The resulting 
data shows significant progress in the fight to conquer this 
disease, which may be attributed to steady improvement 
in diagnosis and treatment. 

Both state and federal public health authorities consider 
the Connecticut study of the utmost value in making epi- 
demiological studies of cancer in the general United States 
population. Only one other body of data, compiled by the 
National Cancer Institute from surveys in ten large cities, 
is of equal importance. A register of cancer cases in Den- 
mark almost parallels that in Connecticut. 

One important broad observation concerning cancer in 
the Connecticut population was obtained from this study 
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of 75,494 cases. Cancer incidence rates are clearly higher 
for urban than for rural populations. 

The Connecticut report indicates that definite progress 
has been made in saving and extending the lives of cancer 
patients. Five-year survivals of male patients increased from 
19 per cent in the period 1935-1940 to 25 per cent in the 
1947-1951 period, and from 29 to 38 per cent for females. 
The records show further that the likelihood of successful 
treatment and chances for survival are best when cancer 1s 
diagnosed while localized at the site of origin. Marked im- 
provement is noted in survival rates for cancer of the large 
intestine, rectum, prostate, thyroid, uterine cervix, and 
main body of the uterus. Relatively no improvement was 
indicated, however, in survival rates for cancer of the stom- 
ach, lung, esophagus and ovary. 

Connecticut Department of Health officials conclude 
that more effective therapy was the key factor in increasing 
the proportion of five-year survivals and that both public 
and professional educational programs play a major part n 
early diagnosis and effective treatment, particularly when 
applied to cases in accessible sites. 
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The September-October issue of the AMERICAN COLLEGE OF 
SuRGEONS BULLETIN carries a lead article entitled, ‘‘ The 
General Practice of Medicine.” The article, signed by ACS 
Director Paul R. Hawley, outlines the College’s current 
stand on this important subject. It was written at the 
suggestion of the ACS Board of Regents and approved at 
the June ACS meeting. The article should interest Acad- 
emy members and their nonmember family doctor 
colleagues. — PUBLISHER 


NuMEROUS ATTEMPTS have been made to define the 
general practice of medicine and to prescribe its proper 
scope. None of these has been generally acceptable, 
largely for the reason that they have been based upon 
professional qualifications. There are perhaps wider 
differences in the professional attainments of general 
practitioners than in those practicing in any other field 
of medicine; and a definition derived from such a 
criterion all too frequently does not apply to an in- 
dividual. 

The one characteristic shared by all general practi- 
tioners is that of function—just what purpose they 
should fulfill in the field of medical care. Following the 
established rule that it is the employer who prescribes 
the services he seeks, not the employee, it is the pa- 
tient who must define the function of the general prac- 
titioner. 

The role of the ‘family physician” was well defined 
for many years, and accepted by both doctor and pa- 
tient. It afforded medical care of as high a quality as 
the times offered; and it gave to the family physician 
prestige and a place in society above that of other men. 
Few families had a lawyer; more had a family clergy- 
man; but almost all had a family physician. He was 
often among the most respected members of the com- 
munity. 

There is no indication today that the public has 
modified its requirements for a family doctor. If there 
has been any change in the character of general prac- 
tice, and there has, the reasons lie elsewhere. If the 
public i is to determine what it wants in a family physi- 
cian, it would appear that he who enters the general 
Practice of medicine must, if he is to succeed, conform 
to the requirements of his potential patients. One 
reason for the decline in the number of general practi- 
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tioners may be widespread reluctance to conform. 
There are of course other reasons. 
It has been often pointed out that there is danger in 
the patient’s making his own tentative diagnosis and 
referring himself to a specialist. Too often the specialist 
does not extend his examination beyond the limits of his 
own field. Even if the services of a specialist are neces- 
sary, a preliminary “triage,” if you will, by a well- 
qualified general practitioner will usually save the pa- 
tient not only time and money, but something that is 
even more precious. The adequately prepared and 
oriented general practitioner has by no means been re- 
placed by an ever increasing number of specialists. 
Every family needs a medical adviser upon which it 
can rely, whether or not such a need is recognized. 
The family physician is the only practitioner of medi- 
cine who can fill this role properly. He should be more 
than an adviser. He should be the medical manager ; 
and, if he has earned the full confidence of the family, 
he will occupy such a position. His responsibilities are 
not limited to diagnosis and therapy. It is his duty to 
protect the family’s purse as well as its health; and 
when consultants must be called, or a hospital bed pro- 
vided, he should exert every effort to insure that the 
charges therefor are consistent with the financial status 


- of the family. With hospitals his influence is limited; 


but, with consultants, he is in a position to dictate. 

To diagnose and treat a patient properly, there is 
often required more information than the patient can 
or will furnish, or than can be obtained from physical 
and laboratory examinations. Family tensions, financial 
difficulties, and other situations which exert a psycho- 
logical impact upon the patient are all factors in illness, 
and often the only etiologic factor. Knowledge of the 
existence of such factors can be acquired only through 
close association; and, with few exceptions, only the 
family physician can develop this relationship. This 
facility alone is sufficient to justify the importance of 
the family physician in medical care. 

The role of the family physician includes a large 
part of the therapy required by the family. How much 
depends entirely upon the individual skills he possesses. 
It is proper that he undertake any and all treatment 
that he is fully qualified to render. However, the im- 
portant word in the preceding sentence is “fully.” 
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This restriction does not apply alone to the general 
practitioner. It applies to specialists as well. Nor is 
professional qualification determined solely by diplomas 
of boards or membership in select societies. These are 
only presumptive evidences of special skills. They are 
by no means full assurance; and conversely, lack of 
such accreditation is no proof of incompetence. Privi- 
lege to practice within a special field should never be 
based exclusively upon such credentials. 

On the other hand, neither is a license to practice 
medicine any guarantee of competence in any field of 
medicine, including general practice. All that it con- 
fers is a legal right, not a moral right, to treat patients. 
No one has a moral right to undertake any procedure in 
the whole field of medical practice who is not com- 
petent to deal with any situation he may encounter 
therein. In nonsurgical fields, responsibility for the 
safety and welfare of the patient can often be trans- 
ferred at any stage of treatment without significant 
danger or hardship to the patient; but, in surgery, un- 
foreseen situations must be dealt with at the moment 
unless the patient is to suffer serious consequences. 
Preoperative diagnosis is far too inexact to determine 
in advance the degree of surgical skill necessary to 
protect the patient. Hemorrhoids may not be the cause 
of rectal bleeding in an overlooked carcinoma of the 
bowel. Pain in the right lower quadrant may not be due 


to acute appendicitis but to an acute Meckel’s diver. 
ticulitis requiring small bowel resection. The granting 
of privileges to undertake simpler procedures, while 
denying them for more difficult ones, indicates a dis. 
regard both of the problems in surgery and for the 
safety and welfare of patients. 

The measure of competence to do surgery is ability 
to deal properly with any situation that may be en- 
countered in a given anatomical area. Anyone who 
meets this requirement is morally entitled to do sur- 
gery, be he a family physician or a board diplomate. 
By the same token, no one is morally justified in doing 
any surgery if he cannot meet this requirement; and 
this applies as well to diplomates of boards and fel- 
lows of the College. 

It has been contended that competence to practice 
in special fields should be determined by colleagues, 
There is a far better judge of competence—the physi- 
cian himself. If a physician undertakes a procedure 
which, if he were the patient, he would not permit one 
of his level of competence to undertake upon himself, 
he is incompetent to undertake it. The moral limit of 
practice of every physician, specialist and general prac- 
titioner, was fixed almost 2,000 years ago by the Great 
Physician who said: ‘Therefore all things whatsoever 
ye would that men should do to you, do ye even so to 
them . . .” He who practices within this limit is honest 


“The patient cannot be made the stake in a contest between 
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with his patients; and he who steps out of it betrays 
the trust placed in him. 

General practitioners occasionally ascribe a reluc- 
tance to seek consultation with a specialist to the fear 
of losing the patient to the consultant. In many in- 
stances there is no need for the specialist to assume 
the management of the patient. All that is necessary 
is advice to the family physician upon which he can 
base his own management. In any event, it is the clear 
duty of the specialist to return the patient to the re- 
ferring physician without delay when the need for 
special management has ended. For a specialist to re- 
tain unnecessarily a patient referred to him isas inimical 
to good medical care as for the family physician to delay 
referral when the services of a specialist are indicated. 

The program of medical care of the nation is the 
responsibility of the medical profession as a whole. No 
satisfactory program can be built upon jealousy, dis- 
trust and dishonesty among doctors. The patient can- 
not be made the stake in a contest between doctors for 
personal advantage. Good medical care can be provided 
only through cooperation which insures the employ- 
ment of all of the skills of medical practice; and this 
can be attained only through honest dealing on all 
sides. 

The decline of the influence and importance of the 
family physician is a serious threat to the quality of 


cooperation which insures the employment of all of the 
of medical practice.” 
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medical care. He should be the solid foundation upon 
which the entire structure of medical care is built. He 
can regain and maintain this position only by justifying 
fully the faith and trust of patients. When patients are 
convinced that he is the expert in advising the course 
they should pursue—whether he conducts it or not— 
that he will give them the same advice as he would 
himself follow, and that he will protect their interest 
at every turn, no one can possibly alienate them. Short 
of faith in God, the human animal has never wanted to 
believe in anything so much as he wants to believe in 
his physician. 

To justify the faith of patients, the family physician 
must have faith in himself and pride in his calling. He 
displays a lack of pride in his calling when he extends 
his practice beyond it. How can patients be impressed 
with the importance of family physicians when family 
physicians insist upon being regarded as specialists? 
It is not specialists alone who have fostered any im- 
pression that they are a select group. The public is 
much more persuaded by efforts to emulate than they 
are by boastful pretensions. When the family physician 
exhibits as much pride in his own calling as specialists 
may in theirs, the public will accept his own evaluation 
of his importance. 


Reprinted from the AMERICAN COLLEGE OF SURGEONS BULLETIN, 
Vol. 41, No. 5, p. 205. 


157 


hile 
dis- 
the 
lity 
en- 
vho 
ur- 
ite, 
ing 
ind 
fel- 
ice 
es, 
ire 
me 
lf, 
of 
eat 
yer 
est 
2 ~ 
glint 
| 
5 = 


= 


power for all components. 


(Photo shows image partially erased.) 


““BLACKBOARD’’ X-RAY 


a 


The General Electric civil disaster x-ray unit operates under even the- 
most adverse conditions, completely independent of outside supplies 
and central power. A complete x-ray department, including table, 
control and development apparatus, has been set up in this small 
space near the disaster scene. The technician is charging up the xero- 
radiographic plate before exposure. Equipment is always ready for 
instant assignment in its mobile trailer and can be assembled by 
relatively untrained persons. A motor-generator supplies electric 


Xeroradiography’s first practical application is as a component of the 
civil disaster x-ray unit. The special photosensitive meta! plates used 
in recording the image can be cleaned and recharged for further use. 
The process obviates any dependency on stockpiles of film and 
processing chemicals, and contaminated supplies and water are no 
hazard. This equipment was first tested for civil defense in 1952 by 
Dr. James Lade, director of the office of medical defense for the New 
York State Department of Health. Dr. Lade says that each xeroradio- 
graphic outfit can serve four improvised civil defense hospitals. 


A DRAMATIC new x-ray process, xeroradiograp! \, has 
been developed in the laboratories of the Cceneral 
Electric Company, Milwaukee, Wis., the Haloid Com. 
pany, Rochester, N.Y., and Battelle Memoria! Insti- 
tute, Columbus, Ohio. Xeroradiography, pronounced 
“zeroradiography,” produces a fully-developed x-ray 
picture in just 40 seconds. 

Although not fully perfected for regular medical 
use, it has found its first major application as part of a 
civil disaster x-ray unit, and may prove to be a major 
milestone in the history of x-ray. The new method’s 
independence of water, chemical supplies and central 
electrical power make it ideal for use in disaster units, 
The New York State Civil Defense Commission re- 
cently placed a half-million-dollar order for the new 
apparatus. 

The process is still being. perfected for commercial 
sale and no price has been established. 

The new “blackboard” x-ray utilizes dry metal 
plates that can be wiped offand reused. It does not re- 
quire water, chemicals or electrical power. Field 
tests of the process for the past several years point 
to a greatly expanded use of x-ray in medicine and 
industry, particularly in civil defense. 

Xeroradiography employs a conventional x-ray 
source but produces an image on a selenium-coated 
aluminum plate. The plate is charged, then exposed 
to x-ray, and dusted with a “developing” powder to 
bring out the latent electrostatic image. The resulting 
powder image can be viewed directly and also can be 
preserved indefinitely by transferring it to heat-sensi- 
tive paper. The plate can then be wiped clean and re- 
charged for further use. 

The image produced has a bas-relief or three- 
dimensional appearance, and in some cases detail is 
revealed that is rarely visible on film without special 
accessories or carefully-controlled technique. 

Major advantages of the method are: 

The process surpasses even the speed of current 
quick-film processing methods. 

Plates may be exposed, but not permanently dam- 
aged, by atomic or other radiation which affect film 
under normal storage conditions. 

The dry method, as contrasted with wet-process- 
ing, eliminates darkrooms, lead-lined storage vaults, 
and other darkroom accessories. 

The resolving power of the plates, or ability to show 
details, is excellent when compared with that of film. 

A single xerographic plate has remarkable latitude 
for encompassing a wide range of tissue. 

Xerographic plates age more slowly than film. Be- 
cause of their reusability, the number stored can be 
very small. ‘S3lackboard” x-ray promises to cut costs 
considerably. 
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The doctor who plans to build or remodel a medical prac- 
fice unit will have eight basic elements to consider. Ex- 
planations of each of these elements are contained in the 
following article. This concludes a series of four GP 
articles based on the Sears-Roebuck Foundation brochure 
"4 Planning Guide for Medical Practice Units.” The 
brochure was prepared in cooperation with the Amerwan 
Medical Association.—PUBLISHER 


THE EIGHT BASIC ELEMENTS found in nearly all medical 
offices can be thought of as “building blocks.”” While 
these elements may change in size and shape, depend- 
ing on methods of operation, they are always inte- 
grated in the medical practice facility, or their coun- 
terpart is conveniently available. 

The eight elements are: 

. Receptionist—control station—business office. 
. Waiting room. 

. Consultation room. 

. Examination and treatment room. 

. Laboratory including ECG and BMR. 

. Diagnostic—X-ray. 

. Toilet. 

8. Utility and storage. 

A medical practice facility, of course, can have no 
fixed, ideal plan. First, no two individuals or groups of 
individuals think alike or work alike. Second, the phy- 
sical and geographic limitations of each facility, 
whether for a new building, a remodeled building, or 
rental space, do not permit the adoption of any single 
plan. Each facility must be custom-made to express 
individuality and to satisfy the working habits of those 
who will use it. 


Reception and Business Office 


- The receptionist, who, in the small medical practice 
facility is also the doctor’s assistant, the bookkeeper 
and the bill collector, is the hub around which the 
office revolves. She should be so placed that she can 
keep an eye on all the workings of the office. Ideally she 
should see and acknowledge the arrival of patients. She 
also must follow the progress of the doctor so that 
patient flow will be properly directed. If she discusses 
bills and appointments, she should be provided a 
space large enough to accommodate others and suffi- 
ciently private to avoid conversations being generally 
overheard. 

In a larger office, the functions mentioned above 
may be split among two, three or even more persons. 
The receptionist still should be able to see the entrance 
and the \aiting room. If she is too far removed to watch 
the pros:ess of the doctor, she has to be informed of 
his proyress by the nurse assistant. 
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If there is a separate business manager-bookkeeper, 
a private space should be provided for working on 
records and discussing bills with patients. Preferably, 
this office should be located so that it is accessible to 
outgoing patients. The exit from this office should per- 
mit patients to leave without backtracking or going 
through the waiting room. Proper relationship to the 
entrance should also be provided for deliveries to the 
office. 


Reception—Waiting Room 


Patients receive their first impression of a doctor 
from his waiting room. It gives an indication of the 
state of the entire office and may indicate the type of 
care they can expect to receive. Even the best patients 
may become depressed and disgruntled in a crowded, 
out-of-date room. 

Chairs, tables and lamps should be adequate in 
number and spaced to make reading possible and to 
give the patients a feeling of freedom. Patient load is 
the only criterion for the number of chairs needed. If a 
doctor’s schedule is always well maintained, he needs 
only a minimum. However, if he is burdened with 
emergency calls and extended house or hospital calls, 
the waiting room should be more ample. 

Educated thought should be given to decorating the 
walls, upholstery, pictures and drapes. Tasteful, har- 
monizing, cheerful colors should be used. The over-all 
effect should be homelike and restful. 

The waiting room preferably should permit a view 
of the outside, and, if possible, the view should be a 
pleasing one. Flowers, trees or distance are best. When 
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this is impossible, an interesting view of people and 
activity is the second choice. 

The waiting room should be removed from actual 
ofice activity. It should not be a thoroughfare for 
traffic, nor should it be an office for the discussion of 
bills and appointments. If the patient enters the office 
directly from out-of-doors, it is well to have a lobby to 
prevent drafts. If the business office opens on a lobby, 
the office may be used to receive the incomer and deter- 
mine his business. This allows some patients to be 
directed to the waiting room and others to be taken 
directly to the doctor without incurring hurt feelings 
and arguments. 


Consultation Room 


The consultation room is generally the stopping 
point, at some time, for all patients who pass through 
the office. The patient is usually directed there first 
for a discussion of symptoms and progress and simple 
examinations. He is then sent to an examination or 
treatment room, from which he may return to the con- 
sultation room for further discussion and prescription. 
However, there seems to be a trend to simplify and 
speed up this procedure by concentrating the entire 
visit of most patients to the examination room. The 
consultation room is used more as a private retreat for 
discussion of the more serious cases. 

This plan allows the doctor to dispense with a good 
deal of odd examination paraphernalia and to develop 
the consultation room as a place for reading and relax- 
ation. It can have a salutary effect on both patient and 
doctor. Comfortable chairs, even a place to stretch out 
and relax, can increase the doctor’s efficiency and re- 
lieve his tension. The air of relaxation in this room can 
also help put the patient in a better frame of mind to 
accept the doctor’s diagnosis. 


Examining and Treatment Room 


It is in the examination and treatment room that the 
doctor usually has his closest contact with the patient. 
It is his work room. It should, first of all, be efficient. 
It should be properly and adequately lighted with all 
the necessary equipment placed so that the doctor and 

assistants can work rapidly and easily. Unnecessary 


move around easily and without interference. 
_ The needs and working habits of the doctor must be 
investigated carefully in planning this room. Although 
he probably can do many things well, despite adverse 
conditions and scanty equipment, there is no need to 
handicap him on his home grounds. 

€ examination or treatment room is seldom 
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steps must be eliminated; yet there should be room to . 


enough. Two rooms can often more than double the 
doctor’s capacity, and some doctors have as many as 
eight. Where there are several rooms, patients can be 
prepared ahead of time by the assistants. A number of 
procedures can be handled by the assistants, on direc- 
tion of the doctor, while he is putting his time to better 
use with other patients. When this practice is followed 
intelligently and does not slip into an impersonal 
production line technique, it results in increased effi- 
ciency. 

Where the examination-treatment room is used for 
most of the doctor-patient contacts, it is necessary to 
provide a few things not formerly found there. For the 
patient, dressing facilities, cubicle, mirror, clothes 
hooks, slippers, chairs or low bench in or immediately 
adjacent to the examination-treatment room are a great 
convenience. A comfortable chair, magazines and ash 
tray are also advisable to ease the patients’ waiting 
time, when the doctor is delayed with some other 
patient. 

For the doctor, a desk or writing space, and perhaps 
a satisfactory chair for use during discussions with the 
patient, may be ample additions. 


Laboratory 


This room varies from a few shelves, sink, sterilizer, 
etc., in the corner of the examination room to a com- 
plete laboratory in a separate room. In the smaller 
office, it is best combined with other uses for the saving 
of space and of steps. The nurses’ work room, the store 
room, the recovery room and a spare examination room 
are all possible elements which can, under certain con- 
ditions, be combined with the laboratory. The ideal, of 
course, is a room designed for specific laboratory pro- 
cedures with adequate equipment and supplies. The 
extent to which each doctor desires to carry on his own 
procedures determines the extent to which this ideal is 
approached. 


X-ray 


Many doctors, either because of their location or 
their type of practice, find x-ray equipment helpful or 
necessary. It may range from a very small and simple 
set-up to a complete diagnostic radiologic facility. 

A fluoroscope is probably the minimum in such 
equipment and is the least demanding in space. Room 
for the machine, doctor and patient, with a minimum 
additional area for service and adjustment, requires at 
least 48 square feet. Best situated in an inside room 
by itself, it can also be in the corner or at one end of an 
outside examination room, if means are provided for 
darkening. Dressing facilities are also advisable. 
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Space for other radiological equipment has to be 
determined on the basis of each additional unit. As 
the size and use of the radiographic unit increases, the 
need for adjacent space increases. Dark rooms, dress- 
ing rooms, storage space for films, all have to be in- 
creased. 

The necessity for x-ray protection increases along 
with increased size and use of equipment. Concrete or 
lead lined or marble covered walls have to be provided, 
and where floors above and below are inhabited, the 
ceiling and floor also should be protected. 


Utility—Storage Area—Toilets 


Every office must have space to be used for storage 
or for utilitarian services not necessarily connected 


with the practice of medicine, but essential fcr the 
operation of the facility. This includes work 1..0ms, 
closets, storage shelves or rooms for supplies. and 
boiler or air conditioning equipment. Space for these 
uses is often neglected. 

The office in its own building will have to provide 
space for heating and air conditioning, in addition to 
storage and work space. The office in a building where 
other tenants already have offices may have to provide 
only space for air conditioning and storage. The tenant 
of a modern air conditioned building will have to think 
only of his storage and work areas. 

Proper application of the eight basic elements—in 
building a new structure, remodeling an existing one, 
or improving leased space—will meet the demands of 
modern medical practice. 


Cancer Therapy Advances 


THE FIRST NUCLEAR REACTOR designed specifically for use 
in medical research and therapy will be built by North 
American Aviation for the University of California Medi- 
cal Center, Los Angeles. The reactor will be located in 
an underground wing of the university’s new medical 
school and is scheduled for completion in about a year. 
It will provide two types of radiation, gamma rays and 
thermal neutrons, which can be beamed selectively at 
deep-seated cancers which often are difficult to treat by 
surgery and present forms of radiation. 

The gamma rays may be used to bombard malignant 


tissue directly. The thermal neutrons may be used in 
conjunction with certain injected chemicals to cause pow- 
erful but localized secondary release of radiation within 
the cancer tissue itself. 

The reactor-type therapy is thought to have a distinct 
advantage over x-ray and other forms of radiation therapy. 
Greater selective absorption of radiation by malignant 
tissue occurs with less damage to surrounding healthy 
tissue. One type of cancer that will be treated by this type 
of therapy is glioblastoma multiforme, a brain tumor that 
infiltrates through healthy brain tissue. 

The reactor will be available to biomedical research 
programs supported by the Atomic Energy Commission 
at the UCLA atomic energy. project. This program will 
include radiation genetic studies, concerned primarily 
with mutation effects of radiation. A great deal of work 
will be done to set standards of safe practice. 

A wide training program is planned to include instruc- 
tion of medical students, health physicists and others in 
techniques of reactor operation, utilization of neutrons, 
gamma rays and pile-produced isotopes. 

The reactor also will be used to make short-lived 
isotopes. Because of the short lives of radioactive potassium, 
sodium and chlorine, Oak Ridge cannot supply these 
isotopes to the West Coast in practical amounts. 

The reactor will not be available for clinical use for 
at least two years after it is completed. It will be thoroughly 
tested to insure safety of operation. Dr. Stafford L. 
Warren, dean of the UCLA Medical School, has called the 
project “another big step to emphasize to the world that 
America’s exploitation of the atom will lead to a new era 
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of enlightenment—rather than a new ‘dark age’. 
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Selection of Chiefs of Clinical Departments 


In DISCUSSION OF THE FUNCTIONS of a general practice 
department, there frequently arises the question of how 
chiefs of clinical departments or services are selected. 

There is no established standard procedure for ap- 
pointing the chiefs of the clinical departments. In some 
hospitals they are appointed by the governing board; 
in others they are elected by the medical staff; and in 
still others each chief is elected by the members of his 
department. In all cases the chief’s responsibility and 
authority is delegated by the governing board of the 
hospital. 

The question has arisen regarding general practi- 
tioners’ participation or representation in selection of 
the chief of a department if he is elected by the mem- 
bers of his department. If a hospital has a general 
practice department with members holding active 
membership in the staff through membership in the 
general practice department, they elect the chief of the 
general practice department. 

These same physicians will have privileges in one, 


| and usually two or more clinical departments. If the 


chief of the clinical department is elected by the mem- 
bers of his department, a general practitioner may or 
may not have a vote in each department in which he 
holds privileges. 

Since the problem of representation in selection of 
chiefs of clinical departments is of interest only in hos- 
pitals where chiefs are elected by members of their 
own department, the commission believes that its rec- 
ommendation on a division of the individual general 
practitioners’ votes should be made as a suggestion in 
answer to specific questions and not a part of the 
Suggested By-Laws for Medical Staffs. 

The commission’s recommendation is that where the 
chief of the service is the administrative, as well as the 
clinical representative, then general practitioners 
should vote in the general practice department. In 
other situations where a clinical chief does not function 
as an administrative chief, the general practitioner 
should vote in the department where he does most of 
his practice. 


Hospital Staff Meetings 


IN soe Hosprrars in which the staff organization in- 
cludes a general practice department, general practi- 
tioners have conducted their own clinical review meet- 
ings. There is no objection to the general practice 
group conducting scientific meetings of its own. In 
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These are the fourth and fifth articles in a series pre- 
pared by the Academy's Commission on Hospitals. These 
articles outline Academy policy and are part of a con- 
tinuing program to help members improve the general 
practice of medicine in hosfitals—PuBLISHER 
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fact, the group is to be commended for its efforts to 
improve patient care. Such a meeting by a group of 
general practitioners does not ordinarily satisfy the 
staff requirements for monthly clinical review meet- 
ings. Although satisfactory medical audits or clinical 
reviews are matters to be developed and enforced by 
the staff, they must fall within the general requirements 
of the Joint Commission on Accreditation of Hospitals 
if the hospital is to be accredited. The Joint Commission 
offers three methods of fulfilling the medical staff 
meeting requirements, as follows: 

**1. Monthly Meetings of the Entire Active Medical 
Staff. This method is particularly suited in the hos- 
pital of less than 75 beds which is not depart- 
mentalized. It is also well suited in the hospital where 
the medical staff is small and is organized to function 
as a committee of the whole. 

**2. Monthly Departmental Meetings and Quarterly 
Meetings of the Entire Active Staff. This method may 
be adopted when a hospital is well organized and de- 
partmentalized, and when it has been found to be 
more effective than Choice 1 for adequate and efficient 
review of the work of the staff. More frequent depart- 
mental meetings will depend upon the size of the hos- 
pital and the number of patients treated. Many 
hospitals have found it advisable to hold weekly de- 
partmental meetings. 

**3. Monthly or More Frequent Review of the Clinical 
Work by the Medical Records and Tissue Committees. 
(Or by an Audit Committee which combines the func- 
tions of these two committees), plus monthly meetings 
of the Executive Committee of the medical staff and 
quarterly meetings of the entire active medical staff. 

“If conscientiously carried out, this method is very 
effective in evaluating the quality of patient care.” 


163 


8, 
se ‘ 
de 
to 
re 
de 
4 
nk 
in \ 
of 
in 
hin 
nct 
PY: 
ant 
thy 
hat 
rch 
ion 
vill 
rily 
ork 
uc- 
in 
ns, 
ved 
um, 
for 
ly 
a 
that 
era 
| = 


The Joint Commission is primarily concerned with 
the results and not the methods and it recognizes dif- 
ferences exist in hospitals because of size, location and 
medical staff organization. The sole purpose of medical 
staff meetings is to improve the quality of patient care 
by means of a critical review and evaluation of the pro- 
fessional work. Each clinical division is responsible for 


the quality of care in its division, whether it is called a 
department, section or service. Ordinarily one scgment 
of a division should not review its work separately from 
the other segments. However, it seems logical to per. 
mit subdivisions of a division to hold review meetings 
as long as they function as a part of that division and 
are responsible to the division chief. 


One-Man Hospital 


**REFERENCE BOOKS assume a human character where there 
is no colleague to consult,” Dr. Fred M. Langsam writes 
from Nome, Alaska, ‘and the lonely physician reaches for a 
book as for the hand of a loyal friend.” 

Dr. Langsam is the medical director and sole physician 
on the staff of the Maynard-MacDougall Memorial Hospital 
in Nome. The hospital was approved last year by the AMA 
Joint Commission on Accreditation of Hospitals and com- 
mended as a “wonderful example of a fine job being done 
by a dedicated general practitioner.” It is unusual for the 
commission to approve a hospital directed and operated 
by only one physician. 

The hospital was dedicated on April 15, 1949, as an 
institution of the Women’s Division of Christian Service of 
the Methodist Church. It replaced the Maynard Columbus 
Hospital which was destroyed by fire in 1948. 

The 25-bed institution serves 2,000 Nomites and numer- 
ous remote Eskimo villages over an area of more than 
10,000 square miles. About three-fourths of the patients ad- 
mitted each month are Eskimos. As the nearest non- 
government (i.e., non-Indian Service) hospital is more than 
500 air miles away, almost every kind of case must be cared 
for, at least until transfer is possible. In addition to Dr. 
Langsam, the professional staff consists of six nurses. 

Dr. Langsam often holds consultations with members of 
a nearby United States Air Force Hospital. Members of that 
staff occasienally fly to Nome to be of assistance. X-rays 
and pathologic tissues are sent to Seattle and the reports 
airmailed back. 

The hospital staff conducts “field trips” to take its 
facilities to isolated communities. Equipment, supplies and 
personnel are carried by plane to outlying villages where 
examinations, some surgery, extraction of teeth, and eye 
examinations are performed. Lessons in first aid, hygiene 


and home nursing are given, and the visits always include 
religious services. 

Dr. Langsam sees about 10,000 office and clinic patients 
each year. In addition to his administrative duties, he 
makes a few house calls and engages in numerous public 
relations activities. Until recently, he was president of the 
Northwest Alaska Chamber of Commerce. He is also city 
health officer and physician fora local gold mining company. 

The accrediting commission found that the hospital was 
in excellent condition, with a cheerful, friendly atmosphere 
pervading the entire institution. The records were said to 
do credit to any teaching hospital. 

**We do not live in Utopia,” Dr. Langsam says. “This 
morning (April 4, 1956) the temperature was 12 degrees 
below zero and a bitter wind howled at us with a 20 mile 
velocity.” 

The dedicated physician speaks warmly of his devoted 
staff and his appreciative, trusting Eskimo patients. “We 
have rehabilitated many an old Eskimo granny, changing 
her status to that of a valuable member who is again able to 
sew mukluks and parkas for her grandchildren.” 


aa 
Senses numbed with cold cannot appreciate the crisp, bright sunshine 
and frosty moonlight of Alaska’s Seward Peninsula, the site of May- 
nard-MacDougall Memorial Hospital. Consequently, the devoted 
hospital staff strives for interior beauty. Ten of the 25 beds are re 
served for tuberculosis patients. 
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Modern Treatment Year Book, 1956. Edited by Cecil Wakeley, M.D. 
Pp. 344. Price, $6.00. The Williams ¢> Wilkins Co., Balti- 
more, 1956. 

Tue score of subjects presented in this edition covers well 

the field of general practice. The printing is easily read. 

The illustrations are graphically descriptive. Each author 

has emphasized the diagnostic symptoms and has limited 

therapy to the most effective drugs. 
This book would make an excellent addition to the 
library of any physician, especially the general practitioner. 

—0O. A. Puipps, M.D. 


living Bone in Health and Disease. By Irvin Stein, M.D., Raymond 
0. Stein, M.D. and Martin L. Beller, M.D. Pp. 510. Price, 
$15.00. J. B. Lippincott Co., Philadelphia, 1955. 


THIS EXCELLENT BOOK is recommended for the physician 
and the surgeon. It presents bone as a living tissue or organ 
and describes its structure, its mineral and protein metabo- 
lism, the relation of enzymes, hormones, vitamins and kidney 
function to bone. In addition, it presents developmental 
faults, endocrine disturbances, physical factors, defects in 
matrix, calcification and multiple other diseaszs in relation 
to living bone. It contains an excellent classification of bone 
diseases. 

The book is well organized and printed and is quite 
readable. The illustrations are excellent. 

Bone is treated as an organ of the body, acting and re- 
acting to normal and abnormal conditions—worthy of the 
same kind of medical consideration given any other organ. 
This book should form just as much a part of the general 
practitioner’s bookshelf as books concerned with other 
organs, such as the heart, the lungs or other internal 
structures. I do not hesitate to recommend it for the gen- 
eral practitioner. —Harowp V. Zvuser, M.D. 


A Manual of Fractures and Dislocations, 3rd ed. By Barbara Bart- 
lett Stimson, M.D. Pp. 224. Price, $4.50. Lea e Febiger, Phila- 
delphia, 1956. 

Tis is a quick and ready reference book for the common 

fractures an! dislocations that are seen in general practice. 

The facts are well presented and the book is extremely well 

organized. |: is not intended to take the place of the larger 

orthopedic textbooks. 


The first part of this book is given to general considera- 
tions of fractures with particular reference to basic prin- 
ciples. The common fractures of the upper extremity, the 
trunk, and the lower extremity are described in some detail. 
There are no photographs and no reprints of x-rays, but 
there are 97 simple schematic drawings of the parts in- 
volved. Each common fracture is discussed in an orderly 
manner. 

This is a useful book for the family doctor’s desk. It is a 
simple guide for fracture handling, clear, concise and well 
summarized. —Anprew S. Toms, M.D. 


A Study of Selected Home Care Programs. Public Health Monograph 
35. Pp. 127. Price, $0.65. Superintendent of Documents, U. S. 
Government Printing Office, Washington 25, D.C., 1956. 


ORGANIZED COMMUNITY PROGRAMS to help meet the daily 
disaster of long-term illness are described in this Public 
Health Monugraph. The United States Public Health Serv- 
ice and the Commission on Chronic Illness have presented 
their study in two parts, the total study and a detailed 
analysis of individual programs. 

The authors point out that although chronic illness re- 
mains a grave and prevalent problem, comparatively few 
communities have established organized home care pro- 
grams. 

The term “home care” is not to be confused with pat- 
terns of care that always have existed in the home, such 
as physician’s services and nursing care when available. 
A “home care program” is one that provides selected home- 
bound patients with a full range of services, sometimes 
even housekeeping services. 

The philosophy of home care is not new, the authors 
state, going back at least to 1796 when the Boston Dispen- 
sary was established to provide medical care for the indi- 
gent. However, during the past decade, there has been a 
marked increase in the number and variety of agencies that 
provide care at home. About 50 such programs are in oper- 
ation throughout the nation. This growing interest is attri- 


buted to aging of the nation’s population, the increase of 


chronic illness, the high cost of institutional care and the 
need of medical students for field work experience. 

The study reveals that existing programs provide care 
primarily for the indigent and are not generally available to 
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patients of private practitioners. The PHS and the com- 
mission have recommended further exploration of home 
care methods, with particular focus on making such inte- 
grated services readily available to patients through private 
physicians. 

The authors point out that patients of all economic 
groups, especially those with long-term illness, need 
coordinated services at home during some phase of illness. 
It is the authors’ opinion that a program of home care 
allows the patient to live in a more normal setting than that 
of an institution. “More information is required to deter- 
mine the true costs of such programs,” the monograph 
reports, “but it is assumed that in many cases they are less 
expensive than institutionalization, because of use of the 
patient’s own home and services of the family.” 

The PHS and the commission say that deans of medical 
schools also appreciate the value of organized home care 
programs for medical students and residents to observe and 
treat patients outside an institutional setting. Here is an 
opportunity for increased emphasis on the ‘whole patient” 
and on the effects of environmental, social and emotional 
factors in illness. 

Home care programs vary in size, cost and kinds and 
amounts of services offered. They include patients of all 
ages with virtually all types and degrees of illness. Hospi- 
tals, health departments and private and public welfare _ 
agencies administer programs under diverse patterns of 
organization and administration. Funds for financing the 


programs come from a variety of sources, includi: g taxes, 
private grants and some payment from patients. 

This monograph, with its comprehensive survey repor 
and detailed analyses, provides the best, most complete in. 
formation on establishing and operating home care pro. 
grams, It was written because of the many requests for such 
information received by the Public Health Service. General 
practitioners should become conversant with these com. 
munity efforts to meet one of medicine’s most challenging 
problems. —Cuartes E. Nyserc 


Controlled Hypotension in Anesthesia and Surgery. By David 
Little, Jr., M.D. Pp. 159. Price, $4.50. Charles C Thomas, 


Springfield, Ill., 1956. 

In view of current interest in the controversial subject of 
induced hypotension as applied in anesthesia and surgery, 
this book deserves the attention of physicians, particular) 
surgeons and anesthesiologists. The entire scope of the 
subject is discussed simply and clearly. 

The several methods of controlled hypotension are pre- 
sented in an objective and well-organized manner. They 
are: (1) reduction of circulating blood volume through 
arteriotomy and application of negative pressure to lower 
extremities; (2) reduction of peripheral resistance through 
the conduction anesthesia techniques of total spinal block 
and epidural block; and (3) reduction of peripheral re- 
sistance through ganglionic blockade with the methonium 
compounds, Arfonad and Pendiomide. 
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Most instructive is the presentation of the physiologic 
mechanisms involved in “‘controlled hypotension,” as ap- 
plied both to the anesthetized and to the conscious subject. 
The different effects of deliberate hypotension on the vital 
organs, such as the brain, heart, liver and kidneys, are 
enumerated and evaluated. The dangers and merits, as well 
as disadvantages and advantages inherent in this revolu- 
tioary technique, are fully described. The author em- 
phasizes the admittedly great risks involved in use of this 
method. He therefore advocates strict compliance to the 
requirements of the method whenever it is employed. Indi- 
cations and contraindications are vividly stated. Complica- 
tions, both fatal and nonfatal, are analyzed. The various 
agents and techniques used in induction of hypotension are 


conveniently classified and their mechanisms illustrated.- 


Because of its unbiased presentation of the facts and figures, 
this volume is recommended for evaluative reading and for 
auseful guide to physicians employing induced hypoten- 
sion. 

—Rosert A. Hincson, M.D. and SORIANO, M.D. 


Introduction to Hepatic Surgery. By Henry Gans, M.D. Pp. 265. 
Price, $12.00. Elsevier Press, Houston, 1955. 


Tals BOOK is an excellent summary of further research into 
the surgical anatomy of the liver. It may well indicate a new 
approach toward radical liver surgery. Exhaustive study is 
made of the normal and variable elements of the liver’s cir- 
culatory system. 


The generalist-surgeon will not anticipate doing this 
type of surgery. Whereas, excellent anatomical and re- 
search study is presented by Dr. Gans, this volume will not 
be useful to the general practitioner except as a possible 
portrayal of things to come in this radical type of surgery. 

—Anprew S. Toms, M.D. 


Fifth Annual Report on Stress, 1955-56. Edited by Hans Selye, M.D. 
and Gunnar Heuser, M.D. Pp. 815. Price, $20.00. Medical 
Encyclopedia, Inc., New York, 1956. 

Tue auTuors have written a comprehensive textbook on 
current endocrinologic research (theoretical and prac- 
tical) concerning the adaptive hormones (ACTH, corti- 
coids, STH, adrenaline, noradrenaline). Subjects covered 
are the bioassay of corticoids, the metabolism of adrenaline, 
drugs affecting neoplastic growth, inflammation and hyper- 
tension. 

The subjects covered are surveyed with possible rele- 
vance to stress research. The purposes of such reports are 
to offer “information and integration” regarding an 
“extensive classified index of new facts.” 

The chapter on stomach and stress is interesting to the 
average reader because of the incidence of peptic ulcer. The 
authors refer to the etiology of acute and chronic peptic 
ulcers developing in man during sustained emotional 
duress or following fatigue, trauma, shock, surgery, burns 
or other forms of stress. They believe that, at least in part, 
these ulcers occur on the basis of increased adrenal ac- 
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tivity, since these severe stressors are known to produce 
excessive ACTH and glucocorticoid output and gastric 
hypersecretion. 

This Annual Report on Stress is not recommended for 
easy reading and assimilation by the general physician. It 
might be used as a subject index for specific data or refer- 
ence for individual papers. No practical value could accrue 


as it concerns the general practitioner, although the report 


is a masterpiece of thorough, extensive reporting on a sub- 
ject not widely understood. —Joun G. WatsH, M.D. 


The Management of Menstrual Disorders. By C. Frederick Fluh- 
mann, M.D. Pp. 350. Price, $8.50. W. B. Saunders Co., 
Philadelphia, 1956. 

THE various menstrual disorders, their definition, diag- 

nosis and treatment are described as separate entities. 
Using the author’s own words, this volume is destined 

primarily for the medical practitioner, although consider- 
able attention has been directed to fundamental principles 
and it may serve as a general introduction for the more 

specialized student. —Ira L. Hancock, M.D. 


Gestation. Transactions of the 2nd Conference, March 8, 9 and 10, 
1955. Edited by Claude A. Villee, Ph.D. Pp. 262. Price, $5.00. 
Josiah Macy, Jr. Foundation, Madison, N.J., 1956. 


Tue Jostan Macy, Jr. FounDaTion is to be commended for 
sponsorship of multiprofessional conferences in an attempt 
to stimulate research and to promote effective communica- 


tion across departmental walls which tend to isolate the 
professors and specialties. Publication of the transactions 
is an effort tc preserve the informal, lively nature of the 
meetings. 

This verbatim transcript is a noble project and surely will 
be of inestimable value to the researcher who could not 
attend the conference. Such a transcript, however, will be 
of little interest or benefit to the practicing general prac. 
titioner. —Horace W. Esusacn, 


Diagnosis of Congenital Heart Disease. By S. V. Kjellberg, E. Mann. 
heimer, U. Rudhe and B. Jonsson. Year Book Publishers, Inc. 


THis is a most complete treatise based on clinical and 
roentgenologic studies of 396 cases of congenital heart dis. 
ease investigated by the cardiologic team of the Pediatric 
Clinic of Karolinska Sjukhuset, Stockholm. The team of 
two cardiologists and two roentgenologists employed de. 
tailed technical diagnostic methods which made functional 
and anatomic diagnosis possible. The customary clinical 
examination was not overlooked but precise diagnosis was 
based on specialized methods. Each of the methods is care- 
fully appraised in each type of congenital heart disease, 

The opening chapter is a survey of embryology covering 
the development of the heart, great veins and large arteries. 
This is followed by a fascinating discussion of roentgeno- 
logic anatomy and physiology of the heart. This chapter 
emphasizes the anatomic and physiologic features important 
for angiocardiographic interpretation. 
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A chapter on technique elaborates on the special meth- 
ods used including phonocardiography, electrocardiog- 
raphy, plain film roentgenography, electrokymography, 
cardiac catheterization and angiocardiography. The ration- 
ale, physiologic principles, normals and apparatus are fully 
discussed. 

The body of the book is a series of chapters each devoted 
toa separate congenital cardiac defect. In each there is a 
thorough discourse of the clinical features, roentgenologic 
examination, electrokymography, cardiac catheterization 
and angiocardiography. 

Throughout the text, drawings and anatomical dissec- 
| tion are used extensively to illustrate important points. The 
publishers have provided beautiful reproductions. 

This magnificant book cannot be recommended too 
highly to every physician who has been somewhat over- 
whelmed by the many advances made in recent years in the 
study of congenital heart disease. —Sot Karz, m.p. 


Treatment of Migraine. By John R. Graham, M.D. Pp. 122. Price, 
$4.00. Little, Brown, ¢ Co., Boston, 1956. 


THIS SMALL VOLUME is the best I’ve seen cn migraine. It is 
all the more acceptable to the reviewer because it is not 
built around any particular theory of the causation or 
treatment of the disease. As Cretchley said back in 1933, 
“Migraine has been the happy hunting ground of the 
theorist.” Several specialists—all studying the subject from 
their pet angle, have felt sure that they alone had hit upon 


(Hydrabamine Penicillin V) 


the true nature of the disease and had found the infallible 
remedy. Obviously, several mutually exclusive viewpoints 
cannot all be correct; also the multiplicity of the hypothe- 
ses offered suggests that the problem is far more complex 
than many persons have assumed it to be. 

Dr. Graham is wise in pointing out that there are many 
causes that contribute to an attack of migraine; that they 
vary from patient to patient; and that there are several 
ways of treating the disease. He is not like certain writers 
who believe that all there is to the treatment of migraine is 
to give “shots” of estrogen. Actually, several writers have 
shown that in women one can bring on an attack of mi- 
graine by injecting a large dose of estrogen. Many writers 
seem to indicate that migraine attacks only women. Ac- 
cording to Dr. William Allan, it attacks men in equal 
numbers. 

Graham accepts the observations that there is first, a 
migrainous personality, The migrainous woman is usually 
petite, trimly built, very wide-awake and intelligent, and 
quick in her movements and her thinking. She is a per- 
fectionist who wants things done “just so” and on time. 

Graham realizes that difficulties and strains in the life 
of the migrainous person can set the trigger for an attack; 
and then there can come many a trigger such as a fright, 
a chocolate bar, or a strong light slanting into the eyes. 

As Dr. Graham says, the one drug that can be counted 
on to stop an attack, when it comes, is ergotamine (Gyner- 


gen) or the weaker dihydroergotamine (DHE-45). Most 
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s. vitamin 
-(Arlington-Funk Laboratories, division) 
250 East 43rd Street, New York 17, N. 


physicians today are much too fearful about G) nergey, 
Actually, even when it is taken once a day for . sears, it 
rarely bothers the arteries. 

Readers will be much helped by the many good and 
brief and illustrative case histories scattered through the 
book. —Watter C. ALvarez, 


The Neurosurgical Alleviation of Parkinsonism. By Irving 5. Cooper 
M.D. Pp. 104. Price, $8.50. Charles C Thomas, Springfield, 
Ill. 


Tuis ts a beautifully prepared, well printed and profusely 
illustrated monograph. Large line drawings, x-ray photo. 
graphs, serial frames of movie films and anatomical dia- 
grams make the study clear and effortless for the reader. 

The purpose of the book, “to summarize the present 
status of the neurosurgical therapy of Parkinsonism,” 
achieved in attractive and instructive form. The approaches 
of other workers to modify the pathophysiology of this 
disease are recounted and fairly appraised. 

The writer’s experience with occlusion of the anterior 
choroidal artery in 50 cases over three years is amplified 
with 15 case reports. Chemopallidectomy in 70 cases is now 
the favored procedure, and ten case histories are given. 
The author reports that rigidity and tremor, along with 
some less significant features, are reversible in large degree 
in properly selected cases. The surgical treatment has been 
without undue risk. The techniques are clearly given. This 
book can very profitably be in the hands of every neurolo- 
gist, neurosurgeon and neurophysiologist, who will find 
it informative and stimulating. The general physician will 
find that it will aid him in advising his patients with this 
and kindred disorders. The procedures are not claimed to 
be cure-alls but have offered help to the sufferer and have 
thrown light on the not yet clearly understood mechanisms 
of such affections. —Howarp C. Narrzicer, ™.D. 


Strabismus. Diagnosis and Treatment. By Beulah Cushman, M.D. 
Pp. 208. Price, $6.00. Lea & Febiger, Philadelphia, 1956. 


I BELIEVE THIS BOOK is intended for ophthalmologists rather 
than general practitioners. It covers the diagnosis and 
treatments, both medical and surgical, of motor anomalies 
of the eyes, as well as muscle anomalies. It accomplishes its 
purpose as a ready reference for diagnostic routines and 
treatments and seems thorough in its scope. The illustra- 
tions are easily understood and enhance the text. 

I believe the book might be read more easily if the paper 
were not of high gloss. This produces great glare under 
artificial light and tends to tire the eyes and divert attention. 

For the general practitioner, this might be a good refer- 
ence to browse through on occasion, but it would not bea 
must for the bookshelf. —M. E. Conrab, ™.D. 


Endogenous Uveitis. By Alan C. Woods, M.D. Pp. 303. Pri 
$12.50. The Williams and Wilkins Co., Baltimore, 1956. 


THIS AUTHORITATIVE MONOGRAPH on endogenous uveitis 
represents the life work of one who has been international 
recognized in this field. Not only through his experimental 
studies, but by his numerous clinical papers, Dr. Woo’ 
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has been recognized as a world authority in this exceedingly 
dificult subject. He is largely responsible for our present 
classification of cases of uveitis into the granulomatous and 
nongranulomatous types. The book attempts to survey 
the entire subject from both the experimental and the 
clinical point of view. The text is clear and exhaustive ; and 
magnificent color plates by Annette Burgess, numerous 
histologic pictures and beautiful printing add much to 
the exposition. Usefulness of the text to the general prac- 
titioner will be limited to reference, for certainly it will be 
accepted by ophthalmologists as the standard authority for 
years to come. — Francis Heep ADLER, M.D. 


The Interpretation of the Unipolar Electrocardiogram. By Gordon B. 
Myers, M.D. Pp. 164. Price, $4.75. The C. V. Mosby Co., St. 
Louis, 1956. 


Tuts 159-PacE, detailed presentation on the unipolar elec- 
trocardiogram is an outgrowth of previous manuals supple- 
menting the graduate course in electrocardiography at 
Wayne University College of Medicine. The manual ap- 
proaches interpretation as an entity and thus does not 
serve as a practical guide to the average general practitioner 
who uses electrocardiography in his practice. 

Acontribution of this type certainly is worthwhile to the 
field of cardiology, but such an exhaustive study with its 
detailed physics would not serve the family physician in 
the usual case. This manual is recommended for the stu- 
dent of electrocardiography or the physician specializing 
in cardiology. —Joun G. WaALsH, M.D. 


Studies on Fertility 1955. Edited by R. G. Harrison, M.D. Pp. 148. 
Price, $5.00. Blackwell Scientific Publications, Oxford, England, 
1955. 

Studies on Fertility 1955, is not a book but is a bound volume 

of independent research papers dealing with the general 

subject of fertility. 

Because nine out of 14 papers discuss studies on experi- 
mental animals, the book would have no value except to a 
person particularly interested in such experiments. This 
book definitely belongs in the library departments of 
wology, embryology and gynecology. 

—D. W. McKin ay, M.D. 


Human Perspiration. By Yas Kuno. Pp. 416. Price, $9.50. Charles 
C Thomas, Springfield, Ill., 1956. 


Tails MONOGRAPH is one of the American Lectures in 
Physiology, edited by Robert F. Pitts. Yas Kuno first pub- 
lished a monograph on human perspiration in 1934 and has 
worked intensively in this field for more than 30 years. The 
present book attempts to present an up-to-date account of 
the structure and function of the sweating apparatus. 
Much of the material is drawn from the investigations of the 
author anc his colleagues. 

The result is a complete and scholarly work, clearly 
written. Ii is an excellent addition to the library of the 
physiologis: or to the clinical investigator interested in 


heat regulation, salt and water metabolism or psychoso- 
matic mec!;anisms. 
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Although generally not of great value to the general 
practitioner, there are several descriptions which warrant 
the attention of any physician. Chief among these are ac- 
counts of “mental sweating’”—perspiration due to emo- 
tional stress or mental stimulation—and its differences 
from “thermal sweating,” that concerned with body tem- 
perature regulation. 

The book is adequately illustrated with clear photo- 
graphs and graphs. Except for occasional misspelling, the 
high standards of the American Lecture Series with regard 
to binding and printing are maintained. 

—Joun C. Ross, M.D. 


Handbook of Poisons. By Robert H. Dreisbach, M.D. Pp. 426. 
Price, $3.00. Lange Medical Publications, Los Altos, Calif., 
1955. 


THis Is THE FIRST EDITION of a useful book to be revised 
every two years. Its purpose is to provide a concise sum- 
mary of the diagnosis and treatment of clinically important 
poisons. These substances are increasing in every walk of 
life and commercially promoted under a bewildering va- 
riety of fancy names. 

_ The book is well arranged in six sections: General Con- 
siderations of Poisons and Poisoning, Pesticides and Other 
Agricultural Poisons, Industrial Hazards, Household 
Chemicals, Medicinal Poisons, and Plant and Animal 


Hazards. Cross references are frequent; there is a complete ~ 


index, appendix pictures, and adequate instructions for 
operating all modern resuscitation equipment. 

The only objection to the text is the small size of the 
print, but that is inherent in making any book small 
enough to be a handbook. 

Practitioners in rural areas and small cities will find this a 
valuable and ready guide. It should be in every emergency 
room where poison problems are treated. 

—Gorpon B. BECKNER, M.D. 
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Rx Information 


Kolantyl 


Gel and Tablets 


Action: 

Two-way spasmolysis . . . Spasm is 
relieved and gastric hypermotility is 
checked by the musculotropic and 
neurotropic effects of Bentyl*—more 
effective than atropine, without the 
usual side effects.* 


Rapid, Prolonged Antacid Effects* 
Balanced antacids act swiftly . . . do 
not cause laxation or constipation. 


Demulcent Protection® . . . Normal 
tissue is safeguarded, and physio- 
logic repair of damaged areas is en- 
hanced. 


Anti-enzyme Action‘ . . Necrotic 
effects of pepsin and lysozyme are 
effectively curbed. 


Composition: 

Each 10 cc. (2 teaspoonfuls) of Ko- 

lantyl Gel or each Kolantyl Tablet 

contains: 

Bentyl] (dicyclomine) 
Hydrochloride 

Aluminum Hydroxide Gel.. 400 mg. 

Magnesium Oxide 

Sodium Lauryl Sulfate .... 

Methylcellulose 


Dosage: 

Gel—2 to 4 teaspoonfuls every three 
to four hours, or as needed. 
Tablets—2 tablets (chewed for more 
rapid action) every three hours, or 
as needed. 


Supplied: Gel—12 oz. bottles. 
Tablets—bottles of 100 and 1,000. 


*Merrell’s distinctive antispasmodic that provides direct, 
fast relief of G.1. spasm and pain. 


1. McHardy, G., and Browne, D.: South. 
M. J. 45:1139, 1952. 2. Hufford, A. R.: Rev. 
Gastroenterol. 18:588, 1951. 3. Johnston, 
R. L.: J. Indiana St. M. A. 46:869, 1953. 4 
Miller, B. N.: J. South Carolina M. A. 
48:245, 1952. 


THE WM.S. MERRELL COMPANY 
New York « CINCINNATI « St. Thomas, Ontario 
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WINTH ANNUAL SCIENTIFIC ASSEMBLY 
HE AMERICAN ACADEMY OF GENERAL PRACTICE 
st, LOUIS, MO., MARCH 25-28, 1957 


HOTEL ROOM RATES* 


Application for 


2-Room Suites 
For two persons Parlor 
BALTIMORE $ 3.50- 7.50 $5.00- 9.00 $ 6.00-10.00 $10.00-15.00 
CHASE 8.50-13.00 12.00-15.00 13.00-16.00 23.00-55.00 
CLARIDGE 4.50- 8.00 6.50-10.00 7.50-12.00 16.00-18.00 
CORONADO 7.50-12.00 = 9.50-16.00 = 9.50-16.00 17.00-40.00 FOR YOUR CONVENIENCE in making hotel reservations for 
de SOTO 4.00- 6.50 6.00- 7.50 8.00-10.00 12.50-15.00 the coming meeting of The American Academy of General 
KINGSWAY 6.50- 9.00 8.50-11.00 —9.50-12.00 12.50-22.50 Practice on March 25-28, 1957, in St. Louis, hotels and their 
LENNOX 650-1100 = 7.50-11.00 —11.50-13.00 20.00-35.00 rates are listed below. Use the form at the bottom of this 
MARK TWAIN 5.50- 8.50 7.50-10.00 9.00-11.00 15.50-20.68 page, indicating your first, second and third choice. Because 
of the limited number of single rooms available, you will 
040-1200 stand a much better chance of securing accommodations of 
your choice if you request calls for rooms to be occupied by 
SHERATON-JEFFERSON 7.35-10.85 10.35-13.85 12.35-16.85 25.00-42.85 All 
Headquarters Hotel (Limited number of rooms available for general assignment.) oo Moe percem. reservations must clear 

STATLER 6.50-12.00  10.00-14.00  11.50-15.00 28.00-35.00 through the housing bureau. All requests for reservations 


WARWICK 4.50- 6.00 5.50- 8.00 7.50-10.00 


"These rates are subject to any a ay in St. Louis hotel room rate structure 
up to the opening date of the Assembly. 


must give definite date and hour of arrival as well as definite 
date and approximate hour of departure, also names and ad- 
dresses of all persons who will occupy reservations requested 
ALL RESERVATIONS MUST .BE RECEIVED PRIOR TO MARCH 1, 1957 MUST be included. 


AAGP Housing Bureau 
Room 406 —911 Locust Street 
St. Lovis 1, Missouri 


Please reserve the following accommodations for THE AMERICAN ACADEMY OF GENERAL PRACTICE on March 25-28, 1957 in St. Louis, Missouri. 


2 Room Suite. Other Type of Room... Rate: From $_................ ee 
First Choice Hotel Second Choice Hotel 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded room 
requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


(Indivi 
"vidual Req.esting Reservations) If the hotels of your choice are unable to accept 


a i your reservation the AAGP Housing Bureau will 
make as good a reservation as possible elsewhere 
providing that all hotel rooms available have not 
already been taken. 
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AN ACADEMY OFFICER’S PROFILE. 


John G. Walsh, M.D. 
Hospitals, Key Interest of Dr. Walsh 


Dr. Joun G. Watsu who has talked on, written about 
and worked for better hospital-general practitioner 
relationships for many years is a member of the Acad- 
emy’s Board of Directors. He was unanimously elected 
to a three-year term at this year’s Annual Scientific 
Assembly in Washington, D.C. 

Director Walsh has been in active general practice 
in Sacramento, Calif. since 1940. He is also a member 
of the AAGP Commission on Hospitals. His valuable 
contribution to the commission’s work is attested to 
by the fact that he had just completed a three-year 
term when he was renamed to the commission this 
year. Again, he is regional chairman for Alaska, Cali- 
fornia, Hawaii, Oregon and Washington. 

He is a staff member of Mercy Hospital in Sacra- 
mento, has served on its executive committee for ten 
years and as secretary the past year. He was also 
chairman of the hospital’s By-Laws Committee that 
recently reorganized the staff departments and inte- 
grated a Department of General Practice. 

A great interest in hospitals themselves is shown 
in his directorship of Mercy Hospital’s Expansion 
Fund Committee that raised funds through a commu- 
nity drive to build a $3 million addition. He was sub- 
sequently elected a vice president of Mercy Hospital 
Foundation, a permanent nonprofit fund-raising cor- 
poration. 

In his adopted state (he was born in Wisconsin), 
Dr. Walsh has been a stalwart in the California Acad- 
emy of General Practice. He was charter president 
of the Sacramento chapter, the second chapter to be 
organized in California. He was organizing editor of 


California Western Academy Monthly and served as . 


editor from 1949 to 1954. 

Last year he was president of the California chapter 
and that same year was chairman of the national State 
Officers’ Conference which was held during the Scien- 
tific Assembly in Los Angeles. 
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Dr. Walsh served as a member of the board of ‘lirec. 
tors of the CAGP from 1951 to 1956 and was « dele. 
gate to the AAGP Annual Scientific Assembly for 
five years. 

His zeal in bettering the relationship between hos. 
pital staffs and general practitioners is shown in the 
articles which he has penned for several national 
journals. During the past few years he has been 
active in the role of author. Articles of his have 
appeared in GP; Hospitals, journal of American Hospital 
Association; and Hospital Progress, official publica- 
tion of the Catholic Hospital Association. 

Dr. Walsh has been on the Editorial Board of 
California Medicine, official journal of the California 
Medical Association, since 1954. 

A talk given last fall at the Institute for Hospital 
Administration at the University of San Francisco is 
typical of his many speaking engagements. 

Director Walsh was born September 30, 1913 in 
Friendship, Wisconsin to Dr. and Mrs. (the former 
Nina Paulson) John Emmett Walsh. He was educated 
in the schools of Richland Center where his father, a 
family doctor, practiced medicine, 

He attended Marquette University, Milwaukee, and 
there received his M.D. in 1938. He is a member of 
Phi Chi medical fraternity. His internship was taken 
at Milwaukee County General Hospital. He then went 
to Sacramento for a general residency at Mercy Hospi- 
tal in 1938-39. The next couple of years, Dr. Walsh 
served as assistant surgeon at City Emergency Hospital. 

Today, besides his affiliations at Mercy Hospital, he 
is a member of the Gynecology Department at Sacra- 
mento County Hospital. A member of the AMA and 
state and county medical societies, he is a past director 
of Sacramento County Medical Society. 

A past president of Catholic Physicians’ Guild and 
a 4th Degree Knight of Columbus, Dr. Walsh is also 
a past president of the Serra Club of Sacramento, a 
Catholic business and professional men’s club dedi- 
cated to fostering vocations to. the priesthood. 

Somehow Dr. Walsh finds time to be a golfing mem- 
ber of Del Paso Country Club and averages a round 
about once a week. 

Dr. Walsh’s family commands a goodly portion 
of his “after-hours” time. He and Mrs. Walsh (the 
former Sabra Thompson) have seven children—four 
sons and three daughters, ranging in age from | to 14 
years. The children are Greg, Patrick, Mary, Ann, 
Tim, Kevin and Sabra Marie. ; 

The latest development in the Walsh household is 
their new home in suburban Carmichael overlooking 
the American River, about eight miles from Sacramento 
city limits. The Walshes moved into the six-bedroom 
home (all on one floor) the latter part of August. 
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First Day of 1957 Assembly 
Dedicated to Maternal-Neonatal Mortality Studies 


Every Scientific Assembly program, obviously, is the 
product of the Committee on Scientific Assembly— 
representing a sort of montage of the interests, the 
types of practice and the medical teaching concepts 
of the six men who comprise the group. Most of all, 
however, any program reflects the personality and 
ideas of the committee chairman. Either subtly or in 
broad strokes, his opinions and his understanding of 
what constitutes sound postgraduate study must in- 
evitably color the final selection of subjects and 
speakers. 

Small wonder, then, that the entire opening pro- 
gram of the 1957 Assembly, from 1:30 to 5:00 P.M., 
will be devoted to a comprehensive review of maternal 
mortality studies and of the companion area—fetal- 
neonatal mortality and morbidity. For these are subjects 
close to the heart of Com- 
mittee Chairman Robert F. 
Purtell. Much of the pio- 
neering work in these fields, 
in his native state of Wis- 
consin, bears the imprint 
of his long-time interest. 

The committee is con- 
vinced that this interest will 
strike a responsive note 
among the nearly 5,000 gen- 
eral practitioners who will 
attend this biggest Academy 
Assembly. Oneneed only re- 
call the generalist’s other, 
andmore common, descrip- 
le title-—-'amily Doctor— 


Ralph A. Reis, M.D. 

Will moderate the opening 
panel on the impact of mater- 
nal mortality studies. 


GP November 1956 


to appreciate his deep concern with the goal described 
so succinctly by a speaker at an earlier Assembly : “De- 
livery of a healthy child from a well mother.” The 
family physician’s lasting concern for the family must 
inevitably have the mysteries and mechanics of birth 
as its nucleus. Discovering, through experience and 
records, the means of delivering more healthy babies 
from more well mothers becomes, therefore, not merely 
a matter of statistics, but a goal of personal achieve- 
ment and professional pride. 

Understandably, therefore, the subject of the open- 
ing panel discussion on Monday afternoon, March 25, 
will be ‘“The Impact of Maternal Mortality Studies on 
Today’s Obstetrics.” And, with equal logic, the dis- 
cussion will be developed by three men highly qualified 
in this field. 


Willis E. Brown, M.D. 

Is a well-qualified panelist with 
an experienced background in 
obstetrics. 


Thomas V. Geppert, M.D. 

Will give the pediatric approach 
to the premature child and his 
problems. 
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in bursitis, tendinitis, tenosynovitis 


DRAMATIC 
RELIEF 
PAIN 


(adenosine-5-monophosphate) 


pain is relieved...function returns... 
swelling subsides...residual tenderness disappears 


this is the response pattern in acute and subacute bursitis with only 
7 or 8 injections.' An average of 9 injections in chronic calcified 
tendinitis produces “unusually good results.” 


Literature available to physicians—write Medical Service Department. 


references: (1) Rottino, A.: Journal-Lancet 7/:237, 1951. (2) Susinno, A. M., and 
Verdon, R. E.: J.A.M.A. 154:239 (Jan. 16), 1954. 


(4) AMES COMPANY, INC - ELKHART, INDIANA 
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As moderator of the panel, the committee has 
slected Dr. Ralph A. Reis, who is professor of 
obstetrics and gynecology at Northwestern University 
Medical School, Chicago, and editor in chief of 
Obstetrics and Gynecology, official journal of the Amer- 
ican College of Obstetricians and Gynecologists. Dr. 
Reis serves at both Passavant Memorial and Michael 
Reese hospitals. He is a fellow of every important 
society in the field of Ob-Gyn; is a past president of 
both the Central Association of Obstetricians and 
Gynecologists and the Chicago Gynecological Society. 
| His professional writing includes some 80 articles in 
his chosen field and he is co-author of a significant 
monograph on “Diabetes and Pregnancy.” 

The second participant in the opening session is 
Dr. Willis E. Brown, head of the Department of Ob- 
stetrics and Gynecology at the University of Arkansas 
School of Medicine—a post he has held for the past 
seven years. Prior to this connection, he served in 
teaching assignments at the Universities of Michigan 
(his alma mater), Nebraska and Iowa. 

In addition to membership in all the national and 
sectional obstetric and gynecologic associations, Dr. 
Brown is also affiliated with the American Federation 
for Clinical Research, the Endocrine Society, the 
Southern Society for Clinical Research, and others. 
He has contributed nearly 70 manuscripts to the fields 
of obstetrics, gynecology and body chemistry. 

Dr. Harold S. Morgan of Lincoln, Nebraska, com- 
pletes the trio who will evaluate maternal mortality 
studies. Unfortunately for our readers, Dr. Morgan 
was traveling when the call went out from our editors 
for biographic data. Consequently we can only tell 
you, at this writing, that he received his medical de- 
gree from the University of Michigan in 1925, that he 
interned at the same place and served as an instructor 
there from 1927 to 1930 (except for a period in 1929 
when he was a house officer at the Royal Victoria Hos- 
pital in Montreal). 

Since 1930 he has been an instructor in obstetrics 
and gynecology at the University of Nebraska, as well 
as lecturer in obstetrics at Nebraska College of Den- 
tistry. Dr. Morgan is a member of the Central Asso- 
ciation of Obstetrics and Gynecology. 

Following the mid-afternoon recess on Monday, at- 
tention will turn from the mother to the child. As we 
$0 to press, the two speakers have not had an oppor- 
tunity to supply a review of all the material they plan 
‘0 cover in the 60-minute period. We do know, how- 
ever, that considerable attention will be given to the 
problems of the premature infant. 

Failure of the respiratory tract to function properly 
will be identified as the primary cause of morbidity and 
mortality in these ahead-of-schedule arrivals. Atelec- 
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tasis (with or without hyaline membrane) becomes ap- 
parent almost immediately after birth. 

The panelists will suggest high humidity, antibiotics 
in judicious dosages, chest suspension and other sup- 
portive therapy as most conducive to relief—but will 
point out that there is no known effective treatment 
when hyaline membrane is present. They also will 
stress that the advent of high humidity procedures has 
produced new cause for alarm, because pseudomonas 
aeruginosa seems to thrive under these conditions, 
while infections of the skin and lungs have become 
rather common. Since these pathologies are also often 
resistant to all of the antibiotics, treatment becomes a 
serious problem. 

One of the speakers who will participate in this sec- 
ond session is Dr. Thomas V. Geppert, Madison, Wis- 
consin. A graduate of Washington University (St. 
Louis), he interned and served a year of pediatric resi- 
dency at Henry Ford Hospital in Detroit, followed by 
a contagious disease residency at Herman Kiefer Hos- 
pital, of the same city. Dr. Geppert also served two 
years as a captain in the U.S. Army Medical Corps, 
spending most of that time in the Canal Zone. 

Countering Dr. Geppert’s pediatric approach to the 
*premie” will be the obstetric viewpoint, presented 
by Dr. Irwin H. Kaiser, who is assistant professor of 
obstetrics and gynecology at the University of Minne- 
sota. Dr. Kaiser is a Johns Hopkins alumnus and also 
holds a Ph.D. in obstetrics and gynecology from the 
University of Minnesota. After returning to Baltimore 
for his internship, to Carnegie Institute as a fellow in 
embryology, and to Mount Sinai Hospital (Baltimore) 
for a residency, he returned to Minneapolis in his 
present teaching capacity in 1947. 


Drs. Phelps and Richardson at Medicare's 
Advisory Committee Session in Pentagon 


Tue ACADEMy’s two repre- 
sentatives on the Advisory 
Committee for Medical Care 
of Military Dependents, 
Dr. Malcom Phelps, presi- 
dent-elect of the Academy, 
and the new appointee, 
Dr. Fount Richardson, Fay- 
etteville, Ark., chairman 
of the Academy’s Board 
of Directors, attended 
the September 8 meeting 
in the Pentagon covering 5.» Richardson 


the new program, nowcom- Named to Medicare's Advi- 
monly known as Medicare. _ sory Committee 


Board Chairman 


193 


| 
| 
—< 
— 
4 


to quiet the cough 


and calm the patient 


INTEGRATED ACTION 


1. Topical anesthetic action 
more powerful than that of cocaine 


Antihistaminic action 
to help control cough, bronchial spasm, 
and allergy-caused congestion 


Sedative action 
to allay nervous irritability 


Expectorant action 


to render the cough productive by aiding 
the secretion of protective mucus 


PHENERGAN'’ 


EXPECTORANT 


®) Promethazine Expectorant with Codeine; Plain (without Codeine) 
Philadelphia 1, Pa. 
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Dr. Richardson was recently appointed by the De- 
partment of Defense to succeed the late Dr. Francis 
T. Hodges on the committee. The Academy’s Board 
chairman was one of the three nominees originally sub- 
mitted by the Academy for the posts. 

Latest developments in the Medicare program in- 
clude the appointment of Major General Paul I. Robin- 
son, formerly in command of Letterman Hospital in 
San Francisco, who will have charge of the entire pro- 
gram for the Defense Department. 

Screening and approval of medical fees and hospital 
charges, signing of contracts for payment of bills and 
review of grievance problems will be among General 
Robinson’s responsibilities, as representative of the 
executive agent (Army) for the all-service program. 
The Army is the Medicare agent for all three services. 

The Defense Department has announced that it has 
decided to split the coverage for hospitalization of 
servicemen’s dependents on a one-third to two-thirds 


basis between private insurance companies and Blue 
Cross, respectively. 

The hospital care phase of Medicare has been divid- 
ed up on a regional basis, with four of the six Army 
areas made the responsibility of Blue Cross and the re- 
maining two the responsibility of commercial insurance 
companies. 

This action was preceded by a number of conferences, 
participated in by representatives of the professional 
organizations involved. 

The Department of Defense has invited state medi- 
cal society representatives to Washington to work out 
state-by-state arrangements for the medical care part 
of the operation. Earlier, the department had hoped 
to handle these arrangements through the six Army 
Areas but there was not enough time remaining to deal 
through these channels. 

December 8 is the deadline set by Congress to get 
the program into operation. 


Trends and Events in the Nation’s Capital 


Political Windup 


Durinc Ocroser, the last month of campaigning lead- 
ing up to the national and state elections, little heed 
has been paid to the familiar admonition: ‘Keep Medi- 
cine Out of Politics.” 

Electioneering in 1956 saw greater emphasis placed 
upon national health issues—particularly in the area 
of economics—than any previous campaign. This was 
true in spite of the fact that no candidates on the na- 
tional tickets and very few running for state office 
sought to make anything, pro or con, of compulsory 
federal health insurance. 

When he issued the first of his ‘New America” pol- 
icy statements a few weeks ago, Adlai Stevenson chose 
health and care of the aging as his lead-off topic. While 
carefully disowning any partisanship to government 
medical care insurance, he obliquely suggested the 
desirability of amending the social security law so 
as to provide hospitalization as an additional benefit 
for persons over age 65. 

In this connection, it will be recalled that for the 
past several years Senator James E. Murray. (D— 
Mont.) has been trying, but in vain, to get that same 
amendment through Congress. The opposition of 
organized medicine has been the main stumbling block, 
just as it was in the late 1940’s when ambitious efforts 
Were made to achieve enactment of the Wagner- 
Murray-Dingell bill for national health insurance. 
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Little difference has been detected between Repub- 
lican and Democratic claims and promises in the field 
of national health. Both are for increasing federal 
expenditures for medical research, promoting the 
development and expansion of voluntary prepayment 
plans, continuing financial assistance for hospital 
construction and encouraging undergraduate and 
postgraduate training in medicine and paramedical 
professions through grants to students and construc- 
tion subsidies. 

Regardless of which party wins control of Congress, 
or the White House, there can be no question that 
1957 in Washington will witness unprecedented ac- 
tivity on national health legislation. 


Door-to-Door Health Surveys 


Launching of the first of a series of door-to-door 
surveys of American households to learn the state of 
the occupants’ health is tentatively scheduled for 
March 4, 1957. 

U.S. Public Health Service, in collaboration with 
the Census Bureau, will conduct the study. Present 
plans call for visits into 12,000 homes between March 
and June, inclusive, and then to increase the monthly 
rate to 3,750 by the end of 1957. The poll takers will 
use questionnaire forms. In general, occupants will 
be asked to supply information on sickness in the 
family, to what extent they are covered by insurance, 
frequency with which members of the household see a 
physician, etc. 
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The middle aged cardiac ae 


accompanying arteriosclerotic 
hypertension can be given long lasting 
peace and comfort with the 

reliable vasodilating and 


sedative effects of 


CALPURATE with PHENOBARBITAL 


yellow tablets, each containing 
theobromine calcium gluconate 500 mg. and 


phenobarbital 16 mg. 


= 


500 mg. 


WALLACE TIERNAN, INCORPORATED 


9, NEW JERSEY 
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The sickness survey samplings will be conducted 
in all parts of the country. They are authorized by an 
act of the 84th Congress. The same statute also directs 
Public Health Service to make special studies from 
time to time, to be based upon information collected 
in the house-to-house canvasses. 

PHS officials have disclosed that the first of these 
special projects will be in the nature of clinical exami- 
nations of selected numbers of men, women and 
children taken from the household survey. Assistance 
of an advisory committee will be sought on procedures 
to be followed. 


Four New VA Advisors 


Veterans Administration has announced four re- 
placements on its Special Medical Advisory Group. 
Professional guidance of VA’s large medical care and 
hospitalization programs is the responsibility of this 
committee. 

Dr. Charles D. Shields, professor and director of 
the department of physical medicine and rehabilita- 
tion at Georgetown University School of Medicine in 
Washington, replaces Dr. Donald A. Covalt of New 
York City. 

In psychiatry, the new member is Dr. Howard P. 
Rome of Mayo Clinic. His_predecessor was Dr. David 
A. Boyd, Jr., also of Mayo’s. 

Dr. Shields Warren, Boston pathologist, takes the 
place of Dr. Robert A. Moore, vice chancellor of the 
University of Pittsburgh. 


Mrs. Marion Sheahan Bailey, associate general direc- 
tor of the National League for Nursing, succeeds Mrs. 
Elmira B. Wickenden, of Bronxville, N.Y. 

The terms of Drs. Covalt, Boyd and Moore had ex- 
pired. Mrs. Wickenden resigned from the group be- 
cause of other pressing commitments. 


M.D.’s in Civil Defense Training 


A number of private practitioners from various 
parts of the country were among the 66 reserve officers 
of U.S. Public Health Service who came to Washington 
in September for a two-week course of training in 
public health emergencies arising out of natural disas- 
ter or enemy attack. 

Nuclear weapon defense, implications of biologic 
warfare, emergency hospital operation and epidemic 
intelligence were among the subjects considered. 

Registrants, representing the medical, dental, sani- 
tary engineering, nursing and allied professions, in- 
cluded the following private practitioners of medicine: 

Dr. Claude H. Linsley, Los Angeles; Dr. Vincent 
E. Gardner, Cortez, Colo.; Dr. John A. Farrell, Wash- 
ington, D.C.; Dr. Phillip L. Spencer, Essex, Iowa; Dr. 
William B. McGahey, Webster City, Iowa; Dr. Earl B. 
Rynerson, Winchester, Ky. ; Dr. Armando M. Gamboa, 
Boston; Dr. Richard E. Schuster, Lambert, Miss. ; 
Dr. John H. Schaeffer, Billings, Mont.; Dr. Francis 
E. Dill, Oklahoma City, and Dr. Raymond T. Moore, 
Seguin, Texas.—From GP’s Special Washington Cor- 
respondent 


One of the first x-ray tubes employed by Wilhelm Konrad Roentgen, 
now on permanent exhibition in Smithsonian Institution, is shown 
upon arrival in this country from Germany. This tube, Roentgen’s 
third x-ray tube, was purchased from a private owner in Germany 
and presented to the Smithsonian Institution by General Electric 
Company’s X-ray Department of Milwaukee, Wis. Roentgen’s first 
two tubes are preserved, respectively, at Physical Institute in Wurz- 
burg, Germany and at Deutsches Museum, Munich. The newly 
acquired apparatus will be exhibited in the Smithsonian’s Gallery 
of Medical History, Arts and Industries Building. A special recep- 
tion was given the famed tube at the airport by Maj. Gen. Daniel Ogle, 
Surgeon General for Air Force (left to right); Dr. Edvard Hess, 
scientific attaché at German Embassy; Dr. Leroy E. Burney, Surgeon 
General Public Health Service; John Grat, assistant secretary of 
Smithsonian Institution; Rear Adm. Bartholomew Hogan, Surgeon 
General of the Navy ; Robert L. LeFevre of General Electric; Maj. Gen. 
James Cooney, deputy Surgeon General of the Army; and €. E. 
Ramsaur, office of German Affairs, U. S. State Department. 


GP November 1956 


197 


| 
cr: 
fi 


Parenteral-like androgen effect without injection 


Linguets 


Patients with diminished androgenic activity improve 
satisfactorily on parenteral androgen therapy — but may 

feel “tied” to your hypodermic needle. 

Fully as good results can be obtained with Metandren Linguets... 
for they are promptly absorbed buccally or sublingually 

into the systemic circulation, thus by-passing early inactivation 
in the liver and in the digestive tract. Twice as potent as 

orally ingested methyltestosterone, Metandren Linguets provide 
an effective, economical and convenient form of androgen therapy. 


Metandren® (methyltestosterone U.S.P. CIBA) Linguets® (tablets for mucosal 
absorption CIBA), 5 mg. (white, scored) and 10 mg. (yellow, scored). 


CIBA 


SUMMIT, N. J- 
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Michigan Conference Sees the Generalist 
As the Physician for Geriatric Patients 


AtrHouGH there was not complete agreement on the 
way to approach all of the problems of the aged, the 
general consensus at University of Michigan’s Ninth 
Conference of Aging was that at present the generalist 
will be the geriatric specialist. 

Dr. Perry Gittens and Dr. Arch Walls, both of 
Detroit, served as Academy representative and alter- 
nate, respectively, at the conference which was held 
at Ann Arbor. Dr. Gittens, who is also chairman of 
the Geriatrics Committee of the Wayne County (Mich- 
igan) Medical Society, served both as a moderator and 
as a panelist during the conference. 

There were 95 participating agencies and many 
representatives from national organizations, including 
universities, churches, labor and health organizations. 
Total registration was over 800. Seventy-three physi- 
cians participated in the program—the first time such 
a large number of physicians had a part in these con- 
ferences. 

The members of the conference had a choice of 
12 workshops which covered such subjects as: Inte- 
grated medical and social services in urban and rural 
areas; health and criteria for retirement; geriatric 
clinic in the hospital and community; health assess- 
ment of the aged; physician’s role in teaching older 
people to maintain their own health; housing; nutri- 
tion and health of the aging; creating healthful living 
through activities; problem of mental illness among 
the aging; medical costs of older people; role of state 
governments; legislative and citizens’ committees in 
promoting the health of the aged. 

The workshop which discussed the geriatric clinic 
in the hospital and community was controversial, Dr. 
Gittens reported. It was the opinion of Dr. Edward 
L. Bortz, Lankenu Hospital, Philadelphia, that geri- 
atric clinics should be encouraged so as to coordinate 
the care of aging people. He felt such clinics would 
best be served by physicians who had special interest 
in medical and related problems of the oldsters. 

The nutrition workshop emphasized that a better 
state of health can be maintained by proper selection 
of foods. 

Dr. Gittens said there seemed to be over-all agree- 
ment that a regular health appraisal and preparation 
for retirement should be carried out previous to the 
so-called retirement age deadline. 

The workshop devoted to creative healthful living 
emphasized the more general use of rehabilitation and 
activities’ programs in homes and institutions. 

The discussion of insurance methods for meeting 
medicai costs of older people consisted of a review 
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of past legislative failures of the government to pro- 
vide insurance funds for the medically indigent. How- 
ever, the group recognized the trend for all state legis- 
latures to give consideration to all types of health 
legislation. Thirty states now have Commissions on 
Aging. 

There was not complete agreement on any insurance 
plan—Blue Cross, Blue Shield, commercial insurance 
plans, fraternal and proposed government plans. It 
was emphasized that one-eighth of the cost of medical 
care is now provided by government funds. 

The Ann Arbor conference featured three seminars 
—attendance at each was limited to 20 persons. One 
was devoted to much discussion about creating a 
specialty in gerontology or geriatrics. It was empha- 
sized that there is a need for clinical training in that 
field and this should be included in the student and 
resident training programs. Participants acknowledged 
many practical difficulties since the student is not 
usually interested at this level of training. 

This seminar also included discussions on post- 
graduate training in geriatrics. It was learned that 
from questionnaires sent to 66 medical school deans, 
the general reply was that “there was no room for a 
Department of Gerontology” in their school. 

Some attending the seminar claimed there was a 
need for reorientation of medical education all the 
way from the school to the patient’s bedside. Dr. Git- 
tens reported it was generally thought that the gen- 
eralist will become the geriatric specialist at present 
but the medical curriculum will have to plan for this 
in the future. 

The other two seminars included the premedical 
sciences in geriatric medicine and the need for pre- 
clinical research. One important part of a geriatric 
program is the continuation of good psychiatric train- 
ing, as well as the training of nursing personnel for 
specific geriatric care in nursing homes and institutions. 

Clinics were held two afternoons at the University 
Hospital. The clinical problems of the older age group 
were discussed along with the presentation of some 
cases. Subjects covered were: hypertension and vas- 
cular problems, brain disorders, dermatologic care in 
old age, and psychologic problems of older people. 

Another aspect of the meeting was the Senior 
Citizens Health Days, held two days through arrange- 
ment of the Michigan State Medical Society Geriatrics 
Committee. On two afternoons more than 200 persons 
volunteered to come to this meeting by chartered bus 
from Detroit, Dearborn, Lansing, Flint, Bay City and 
Jackson. Seven members of the Geriatrics Committee 
engaged in a discussion of physical exercise, good 
eating habits, physical examination, aceident preven- 
tion, retirement preparation and productive activities. 
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flavortul 


the tranquilizing 


rapid reliet 


abdominal spasm 


SERPEDON* swiftly relieves intestinal spasm and provides 
tranquilization, without the use of a habit forming drug. 


SERPEDON combines: 

1. three alkaloids of belladonna, equivalent 
to 7 minims of the tincture, for high efficacy 
in relaxing intestinal muscle spasm; and 


2. reserpine to calm the patient and obviate 
anxiety symptoms. 

There is no dulling of the senses, and the pa- 
tient may actively pursue his daily routine. 
Supplied: SERPEDON Elixir in bottles con- 
taining one pint. SERPEDON Tablets in bot- 


tles of 100 and 1,000 scored tablets. 
*Trademark 


Volker LABORATORIES, INC., MOUNT VERNON, N.Y., U.S.A. 
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Dr. Wilma Donahue, chairman of the university’s In announcing the move, HEW Secretary Marion B. 
Pivision of Gerontology, arranged the entire confer- Folsom said that some patients “do not need such ex- 
ence program with the cooperation of the various de- _ pensive equipment or services as most hospitals now 
partments of the university. They were assisted by _ provide for all patients.” 
representatives of such organizations as the U.S. De- “If some sections of general hospitals could be de- 
partment of Health, Education and Welfare, Michigan _ signed and operated specifically to serve persons who 
State Medical Society, Michigan Department of have only limited needs,” he pointed out, “the cost of 
Health, Social Welfare and Mental Health, Michigan _ hospital care for these patients could be reduced sub- 
Employment and Security Commission, Michigan De- stantially.” 
partment of Agriculture, Michigan Office of Hospital For example. this new advisory committee will con- 
Construction, Michigan Legislative Advisory Council sider developing hospital units in which patients do 
on the Problems of Aging, the American Society for more things for themselves, such as going to a cafe- 
the Aged and the Geriatric Foundation. teria or dining room for their meals or doing light 

The opening address of the conference was given by _ housekeeping in their rooms. 

Dr. Edward Bortz setting the keynote of the confer- Secretary Folsom determines that since payroll is 
ence, “Health Added Years.” the major factor in hospital costs, any plan to reduce 

In concluding his report, Dr. Gittens said there is unnecessary but expensive personal services is a step 
evidence that there is an increasing interest in geri- __ in the right direction. 
atric medicine and an effort is being made to revise the Dr. Russell Nelson, director of Johns Hopkins Hos- 
medical curriculum so as to include the broader field _ pital, Baltimore, will be chairman of the Advisory Com- 
of gerontology in clinical teaching. mittee on Hospital Facilities and Services. (See “Per- 

sonalities,’’ page 34.) The committee will work with 
Dr. Lowell T. Coggeshall, Mr. Folsom’s special assist- 


“Self-Service” Units in Hospitals Could ant for health and medical affairs. 
The committee plans to put its recommendations 
Care Costs into effect in some new or modified hospitals or hos- 


THE GOVERNMENT feels that “‘self-service” units in hos- _ pital units as “‘pilot plans.” 

pitals might be the answer to providing hospital care Named to serve on the group with Dr. Nelson were: 

at lower cost. Ray E. Brown, University of Chicago; Dr. Robert 
On September 15 it set up an advisory committee Elman, Washington University of St. Louis; Charles 

to delve into methods whereby hospital facilities and |G. Rosewell, Montclair, N. J.; Ruth Sleeper, Massa- 

services can be adapted more closely to the varying —_chusetts General Hospital, Boston; and Marion J. 

needs of patients. Wright, Jennings Memorial Hospital, Detroit. 


Approximately 400 photographic entries were accepted from medical 
and scientific photographers in the United States, Puerto Rico, 
Canada, England and the Philippines for the recent 26th annual 
meeting of Biological Photographic Association held in Rochester, 
N. Y. The association which this year celebrated a quarter century of 
professional service to universities, medical schools and hospitals is 
a national organization of scientific photographers concerned with 
the techniques and applications of photography in medicine, zoology, 
botany and other related fields. This picture entitled “Picture of 
Health” depicted perfect development, excellent muscular control 
and normal mental alertness. Such photos are used in medical 
teaching to illustrate normalcy for comparative purposes. The photo 
was taken by Leonard T. Pimental, Laboratory of Neuroanatomical 
Sciences, National Institutes of Health, Bethesda, Md. 


GP November 1956 


| 
| ‘ 
ate 
201 | : 
| 
\ 
i 
| 


to improve protein nutrition 
before and after surgery 


tablets 


(Critically essential L-lysine with therapeutic amounts of all essential vitamins) 


Major surgery inevitably leads to an acceler- 
ated breakdown and loss of body protein. In 
severe cases this may amount to between two 
and three pounds a day.* 


Unless these losses are balanced by an ade- 
quate supply of high-quality proteins before and 
after surgery, convalescence is prolonged and 
wound healing is delayed.” 


All too often, however, pre- and postoperative 
patients are unwilling or unable to eat enough 
high-quality protein to satisfy their need for 
increased amounts of essential amino acids in 
the right proportions. Instead, the “soft” diet 
they select is largely made up of vitamin-poor 
foods and cereal proteins, relatively deficient 
in the essential amino acid, L-lysine. 


When you prescribe Cerofort Tablets for your 


first with lysine 


surgical patients, you supply them with physio- 
logical amounts of L-lysine and therapeutic 
amounts of all essential vitamins. L-lysine 
raises the biological value of cereal proteins to 
that of high-quality animal proteins; the vita- 
mins play vital accessory roles in protein syn- 
thesis and wound healing. 


Also available: 


Cerofort’ elixir 


(L-lysine with essential B vitamins) 
TO POTENTIATE PROTEIN SYNTHESIS 


a inthe elderly ao the convalescent 
the adolescent the growing child 


References: 1. Elman, R., and Cannon, P. R.: in Clinical 
Nutrition, Jolliffe, N., et al., eds., New York, Paul B. Hoeber, 
Inc., 1950, p. 183. 2. Pollack, H., and Halpern, S. L.: Ther- 
apeutic Nutrition, Washington, D. C., National Academy of 
Sciences, National Research Council, Publication 234, 1952. 


WHITE LABORATORIES, INC., Kenilworth, N. J. 
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More AAGP Members Appointed to Faculty 
Status at the University of Mississippi 


WirH THE OPENING of the fall term at the University 
of Mississippi School of Medicine, Jackson, nine new 
appointees—all Academy members in Mississippi— 
were added to the staff of the Section on General Prac- 
tice, bringing the staff total to 14. They will work un- 
der Dr. Louis F. Rittelmeyer, Jr., also an Academy 
member, who is associate professor in charge of gen- 
eral practice at the school. 

Earlier this year, five Mississippi physicians were 
appointed to the staff. All of the 14 men are outstand- 
ing physicians in private general practice and all are 
members of the Academy. Their rank is that of clinical 
instructor in preventive medicine (general practice). 

The new appointees are: Drs. A. V. Beacham, 
Magnolia; James G. Blaine, Hazlehurst; James R. 
Cavett, Robert W. Crowell and W. Johnson Witt, 
Jackson; O. G. Eubanks, Crystal Springs; Robert B. 
Ireland, Clinton; Frank C. Massengill, Brookhaven 
and E. E. Robinson, Meridian. 


Earlier appointees were Drs. William E. Lotterhos, 


Jackson; W. Moncure Dabney, Crystal Springs; Rob- 
ert J. Moorhead, Yazoo City; John B. Howell, Can- 
ton; and Guy T. Vise, Meridian. 

The first senior class of Mississippi’s school of medi- 
cine entered this fall. The general practice faculty will 
assist Dr. Rittelmeyer in conducting the school’s Fam- 
ily Care Program, wherein each senior student serves 
as family doctor for one or more families for the entire 
year. The staff’s function is one of guiding these stu- 
dents in caring for their patients as good family phy- 
sicians should. 


New National Organization, American 
Association of Medical Assistants, Formed 


A NEW ORGANIZATION which will assume increasing im- 
portance in organized medicine, the American Asso- 
ciation of Medical Assistants, was formally organized 
October 26-28 at a nationwide meeting in Milwaukee, 
Wis. 

Medical assistants from all parts of the nation at- 
tended the sessions which were primarily devoted to 
business—the adoption of a constitution, officers and 
plans for future activities and meetings. 

The drive for the new organization gained momen- 
tum last fall at a two-day session in Kansas City, Kan- 
sas, held in response to an invitation from the Kansas 
Medical Assistants? Society. There it was decided that 
a national organization was both desirable and feasible. 

Each state represented at the meeting last year 
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named one of its medical assistants to a committee 
which worked throughout the year on organizational 
problems. Miss Maxine Williams, Kansas City, Kas., 
served as chairman of that group. 

A copy of the proceedings of the first meeting was 
sent to medical assistants in each state so that they 
could present the plan for a national organization to 
their state groups and their sponsoring medical socie- 
ties for approval. 

The organizational meeting in Milwaukee was com- 
bined with many entertainment features—a tour of a 
brewery, a buffet supper, a luncheon and a banquet. 

At the luncheon, the Rev. Joseph Holleran, director 
of the Family Living Program of Marquette University, 
spoke on “People Are People.” The banquet speaker 
was Dr. J. E. Manning, Saginaw, Mich., whose subject 
was “The Medical Assistant of Today.” 


Enrollment, Budgets Continue to Spiral 
Upward in Nation's Medical Schools 


For THE SEVENTH consecutive year, enrollment in the 
nation’s medical schools reached an all-time high. 
With a record enrollment during the 1955-56 term, 
projected budgets hit the $111 million mark. 

Sixteen American schools and one Canadian school 
reported the completion of construction projects cost- 
ing more than $65 million, while 17 American and two 
Canadian schools began projects totaling nearly $45 
million. 

In order to expand enrollments and facilities, the 
schools are increasing their operating budgets. The 
AMA’s Council on Medical Education and Hospitals 
estimates that the 1956-57 budgets will be $13 million 
higher than those of the past term. In addition, the 
schools will spend $58 million in special research 
grants and $9 million in special teaching grants. 

The AMA’s report notes that Commonwealth Fund 
and Ford Foundation have contributed significant fi- 
nancial support to the schools. 

Nearly three-fourths of the approved or newly de- 
veloping schools have some type of postgraduate edu- 
cation for the practicing physician in addition to the 
regular undergraduate courses. 

Although the schools are graduating more doctors 
than ever before, most of these physicians will be 
drafted into military service before they begin prac- 
ticing. For example, 80 per cent of the 6,845 members 
of the 1956 class were liable for military service, either 
immediately after graduation or after completion of 
internship. Thus most of the 1956 graduates will not 
begin practice or specialty training for at least three 
years. 
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f Makes her fancy for daintiness a fact in your prescription success. 


Your patients will appreciate the new LANTEEN Easy-clean applicator for one 


simple but important reason—unlike other applicators it can be disassembled 
and cleaned thoroughly. This considerate improvement lets your patient know 
that you appreciate her fancy for daintiness, while you insist on her observing 


strict feminine hygiene. Another LANTEEN design for better patient-cooperation. 


Easy-clean jelly applicator. 


New tube adopted 
@ January 1956. 


LANTEEN jelly, diaphragms, and jelly-diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, New York 18, N.Y. 


(In Canada: E. & A. Martin Research Ltd., 20 Ripley Ave., Toronto, Canada) Manufactured by Esta Medical Laboratories, Inc., Chicago 38, Ill. 
SS 1334-7338 
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Denmark and Britain Offer Interesting 
Medical Highlights on Dr. Garlan’s Trip 


Asrupy of Denmark’s handling of chronic disease and 
geriatric cases and an interview in London on the Col- 
lege of General Practitioners of Great Britain were 
highlights of Dr. Samuel A. Garlan’s recent trip to 
Europe. 

Dr. Garlan, a member of GP’s Publication Commit- 
tee, a past president of the New York State academy 
and editor of its New York State General Practice News, 
spent the month of August with his family in Den- 
mark, France and Great Britain. 

Reporting in his chapter’s publication, Dr. Garlan 
was impressed with the outstanding contribution med- 
ical science in Denmark is making in handling the 
problems of geriatrics and chronic diseases. He said 
Denmark and other Scandinavian countries have cre- 
ated sociomedical programs and facilities which seem 
to work well in caring for patients with chronic dis- 
eases and also facilitate medical care for the aged. 

In London, Dr. Garlan was also favorably impressed 
with the progress the College of General Practitioners 
of Great Britain has made. The organization will be 
three years old this month. 

He based his report on an interview with Dr. J. H. 
Hunt of London, a member of the college. Through 
the college’s efforts, Dr. Garlan reports that the pro- 
fessional status of British general practitioners has 
been notably improved. It has been influential in the 
writing and publication of original contributions to 
medical literature. The college has won acceptance by 
the other influential segments of Great Britain’s med- 
ical profession. 

The college, aided by a fund equalling $1,400,000 
in American dollars from a patient of Dr. Hunt, has 
purchased land next to the headquarters of the College 
of Surgeons of Great Britain on which headquarters of 
the College of General Practitioners of Great Britain 
will be built. 

_ Dr. Garlan said Dr. Hunt expressed keen interest 
in maintaining good liaison between the American 
Academy of General Practice and the college’s leaders. 


Nation's 80th Four-Year Medical School 
Dedicated at Seton Hall University 


THE nation’s 80th four-year medical school, Seton 
Hall College of Medicine and Dentistry, Jersey City, 
X. J-, was dedicated September 13. It is the 40th such 
institution to be operated under private auspices. 

, The cew school, situated in the Jersey City Medical 
Center, {\as a charter class of 80 medical and 40 dental 
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students. It is expected that when this class is gradu- 
ated in 1960 the medical unit will have an over-all en- 
rollment of 500 students and the dental unit will have 
200 students. 

Although it is called Seton Hall College of Medicine 
and Dentistry, there are two separate schools—the 
College of Medicine whose dean is Dr. Charles L. 
Brown and the College of Dentistry headed by Dean 
Merritt M. Maxwell. 

The school is New Jersey’s first medical-dental col- 
lege. The opening of the college by Seton Hall Uni- 
versity, which is observing its centennial year, came 
two years after voters had turned down a proposal to 
establish a $25 million state medical college at Rutgers 
University. 

Seton Hall has a 50-year lease on two buildings in 
the Jersey City Medical Center. 


Newspaper Advertisements Acquaint Public 
With Cincinnati Academy of Medicine 


Tue Acapemy oF Mepicine of Cincinnati recently em- 
ployed a series of “Messages to the Public” printed in 
the local press to acquaint Cincinnati citizenry with its 
aims and purposes. 

A series of 19 paid advertisements ran weekly over a 
period of several months in the Cincinnati Enquirer, 
Post and Times-Star. They were prepared by members 
of the Cincinnati Academy’s Public Relations Com- 
mittee and officers of the Academy and then submitted 
to the editorial board, consisting of the president, 
chairman of the Public Relations Committee, and the 
writer. All advertisements were prepared before publi- 
cation was started in the three newspapers. 

Dr. J. Robert Hudson, who is president of the 
Southwestern Ohio Society of General Physicians and 
a member of the board of the Ohio Academy of General 
Practice, is chairman of Cincinnati Academy of Medi- 
cine’s Public Relations Committee. 

At the AMA’s recent fall public relation’s institute, 
he was invited to describe the series of brief advertise- 
ments which were directed to the attention of the 
public. 

Each of the ads averaged about 50 words. The lead- 
off advertisement read: 

The Academy of Medicine of Cincinnati is 99 years 

old, and would like to acquaint the residents of this 

community with its activities. A message will be pub- 
lished each week in this space to tell you what the 

Academy of Medicine stands for, and how it serves 


The weekly ads covered such topics as the Acad- 
emy’s purpose, who the members are, cost of medical 
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three-fold action against anxiety, 
stress and tension states with 


NEURO-CENTRINE 


adds emotional 
to visceral tranquility 


More than an antispasmodic is needed for re- 
lief of spastic conditions of the gastrointestinal 
tract, associated with underlying anxiety, stress 
and tension. 
NEURO-CENTRINE has a three-fold accion 
against anxiety, stress and tension states. It 
combines: 
1. Phenobarbital (15.0 mg.)—a tested sedative. 
2. CentRinE (0.25 mg.)—an antispasmodic and 
anticholinergic with central action; atropine- 
like in action with minimal side effects. 
3. Reserpine (0.05 mg.)—a well-known tran- 
qvilizer. 


NEURO-CENTRINE is also recommended for the 
relief of symptoms associated with functional 
disorders of the gastrointestinal and cardio- 
vascular system. 


Descriptive literature on request. 


LABORATORIES INC. 
SYRACUSE, NEW YORK 


*Trademark 
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education, fees, information center, community wel- 
fare and emergency medical care. 

The last of the advertisements told of the forthcom- 
ing celebration of its centennial, which will be held 
February 27—March 5, 1957. The Cincinnati Academy 
of Medicine will be 100 years old on March 5. 


Category | and Il Postgraduate Study 
Credits Again Explained and Classified 


The definition of acceptable postgraduate study for 
Academy members (shown at the right) was adopted by 
the Academy’s Congress of Delegates. The national and 
major regional scientific meetings were classified by 
the Commission on Education at its meetings in Feb- 
ruary and June of 1956. Information on the classifica- 
tion of local and state meetings should be obtained 
from the respective state chapter secretary. 


Medical News in Small Doses: 


Acapemy PresipenT J. S. DeT ar was a special guest of 
the American College of Surgeons at its President’s 
Dinner and Evening held during the October 8-12 
42nd annual clinical congress of the ACS in San Fran- 
cisco... . At the early fall annual session of the Colo- 
rado State Medical Society in Estes Park, Colo., Dr. 
DeTar spoke on “The Generalist, the Hospital and 
the AMA.” He also participated in a panel discussion 
on “The Patient, the Doctor and the Hospital” with 
Drs. Kenneth Babcock, Leland S. McKittrick, C. Wes- 
ley Eisele, George Unfug and Mr. George Bugbee. 
... The 12-member advisory council, recently ap- 
pointed by HEW Secretary Marion B. Folsom to assist 
the Public Health Service in administering a new pro- 
gram of federal grants for construction of medical re- 
search facilities, had its first meeting at the National 
Institutes of Health September 24-25. The council re- 
viewed initial applications for aid from medical schools, 
research hospitals and other research institutions. Sur- 
geon General Leroy E. Burney presided at the meet- 
ing. The council includes eight members selected from 
among leading medical, dental and scientific authori- 
lies and four members from the general public. . . . 
After a three-year stint in the navy, Academy Member 
George F. Bond has returned to his practice in Bat 
Cave, N. C. and an enlarged Valley Clinic and Hos- 
pital. This project began when Dr. Bond entered serv- 
ice and it was completed in time for his homecoming. 
Dr. Bond’s work in improving medical conditions in 
the mountain country was the subject of the nation- 
wide “This Is Your Life” television program last year. 
Lt. Cmdr. Bond was flown in from Pearl Harbor to par- 
lcipate in the show. . . . Dr. Theodore J. Bauer, a 
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POSTGRADUATE STUDY REQUIREMENTS 
OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


The present requi for d membership in the American Academy 
of General Practice is 150 hours of postgraduate study credit every three years, 
of which not less than 50 hours shall be under Category I. 


DEFINITION OF ACCEPTABLE POSTGRADUATE STUDY 


All courses in all categories must be of high educational, ethical and medical 
standards. 


CATEGORY | 


(a) Any postgraduate course given by an accredited medical school or recog- 
nized postgraduate medical school. 

(b) Any course sponsored* by the AAGP or by any of its constituent state or 
territorial chapters or by a medical school administrator, approved in 
advance by the regional advisor of the Commission on Education, and 
processed and disseminated by the AAGP or its constituent state or 
territorial chapter. 

The Annual Scientific Assembly of the AAGP. 

The Annual Scientific Assembly of each state chapter providing it be 
approved in advance by the regional advisor of the Commission on 
Education. 

The publication of a scientific paper by a member in a state or national 
medical journal, or the presentation of any original scientific paper to a 
medical audience at the county level or above, or the preparation and 
presentation of a scientific exhibit at a medical meeting at the state level 
or above shall receive ten hours credit. Scheduled teaching of medical 
students through a medical school shall receive credit for each hour of 
actual teaching. 

*Definition of Sponsorship: Sponsorship by the American Academy of 
General Practice or any of its constituent state or territorial chapters shall 
be defined as taking an ACTIVE part and having an AAGP member on 
the program committee of the course being offered. This committee 
member must be one who is on the AAGP national, regional, territorial, 
state, or local chapter program ¢ ittee or education committee. It 
must include active participation in and planning of the course offered. 
AAGP sponsorship is not to be confused with mere endorsement or 
approval of the quality of the course being given. 


EXCESS HOURS ACCRUED UNDER CATEGORY | MAY BE APPLIED z 
TO CATEGORY II. 


No course shall be approved under Category I unless its administrator shall 
furnish to the American Academy of General Practice certification of each 

ber’s attendance at the course in a manner acceptable to the American 
Academy of General Practice. 


National and Major Regional Scientific Meetings Classified as Category I by the 
Commission on Education 

American Academy of General Practice 

Invitational Scientific Congress of the AAGP 

New England Postgraduate Assembly 


Programs of the General Practice Section of the American Medical Association 
Southern Pediatric Seminar 


CATEGORY 11 


(a) The scientific meetings of the AMA. 

(b) Local and state medical society scientific meetings. 

(c) Hospital staff scientific conferences and clinical pathologic conferences. 
(d) Postgraduate seminars and assemblies not otherwise covered in Category I. 


National and Regional Or izations’ Annual Scientific Meetings Classified as 

Category Il by the C ission on Educati 

American Academy of Allergy ae 

American Academy of Neurology ~ 

American Academy of Ophthalmology and Otolaryngology 4 

American Cancer Society 

American College of Allergists 

American College of Chest Physicians 

American College of Gastroenterology 

American College of Obstetricians and Gynecologists 

American College of Physicians 

American College of Surgeons 

American Committee on Maternal Welfare, Inc. 

American Congress of Physical Medicine 

American Diabetes Association 

American Heart Association 

American Medical Association 

American Society of Anesthesiologists 

American Trudeau Society 

American Urological Association 

Association of Military Surgeons of the United States 

The Endocrine Society 

Gulf Coast Clinical Society 

Industrial Medical Association 

International Academy of P: 

International Medical Assembly of Interstate Postgraduate Medical Association 
of North America 

International College of Surgeons 

Kansas City Southwest Clinical Society 

Mississippi Valley Medical Society 

National Gastroenterological Association 

National Medical Association 

Northern Tri-State Postgraduate Medical Assembly 

Rocky Mountain Medical Conference 

Southeastern Allergy Association 

Southeastern Surgical Congress 

Southern Medical Association 

Southwestern Medical Association 

Tri-State Obstetrical Seminar 

United States Public Health Service 

World Medical Association 
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biliary dyspepsia & constipation 


Rehfuss' has stated that after 40, constipation is “the greatest single medical problem” 
and Shaftel* reports on the exceptional clinical results of Caroid® and Bile Salts in 
chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints of flatu- 
lence and indigestion point to biliary dysfunction and digestive impairment as factors 
coexisting with constipation. 


Caroid and Bile Salts Tablets are ideally suited for broad coverage in these cases. 
Through their 3-way action, they: 


e INCREASE BILE FLow 
e IMPROVE DIGESTION 
e PROVIDE GENTLE LAXATION 


Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically established 
and proved over the years. Try them in your next case of biliary dyspepsia and consti- 
pation. 


Available — bottles of 20, 50, 100. For professional samples address: 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1. Rehfuss, M. E.: Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 
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career officer in PHS, has been named deputy chief of 
the Bureau of State Services, a Dr. Leroy E. 
Burney who is now Surgeon General. . . . Upon com- 
pletion of his general practice salivary s at Peter Smith 
Hospital, Ft. Werth, Tex., Mead Johnson Award win- 
ner, Dr. Edward P. Dosher, announced that he would 
take his wife and small son to Nigeria where he will 
become a medical missionary. He plans to work there 
the rest of his life. . . . Virginia general practitioners 
and wives had a “G.P.”” Luncheon October 15 during 
the annual meeting of the Medical Society of Virginia 
in Roanoke. . . . According to the National Society for 
Medical Research, not one antivivisectionist com- 
plained to Mepic producer Frank La Tourette when 
the television program showed animals being used in 
medical research. . . . National Tuberculosis Associa- 
tion through its medical section, the American Tru- 
deau Society, is offering fellowships in the field of 
respiratory diseases and tuberculosis to assist in the 
training of investigators and teachers of medicine. Fel- 
lowship applications must be received by American 
Trudeau Society by January 1. 


Dr. W. E. Burdine, Academy member from 
Atlanta, Georgia, was elected national vice 
commander of the Amuvets on September 2 
during their national convention in Mil- 
waukee. Long active in veterans’ affairs, he 
was once state commander of the American 
Legion in Georgia. 


WILL YOUR NEW 
ELECTROCARDIOGRAPH GIVE 
YOU ALL THESE ADVANTAGES? 


engineerin standards and 
design of Burdick equipment and you can ap- 
precat the respect owners of the Burdick 
_Direct-Recording Electrocardiograph | have for 
their instrument. Convenient operation, 
will convince you of the advantages o owning 


Electrocardiograph 


4 Ni 
| 
| 
| constant visibility of record 
| flip-switch changing from lead tolead 
| * portability for office or bedside use 
| continuous calibration of paper speed 
| automatic base-line stability, to eliminate 
| 
| 
— 
| | 
| 
| See your Burdick dealer soon fora 
The Burdick Corp. ndich Milton, Wisconsin 
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INSIGHT 


when it is most needed 


Insight, at the crucial moment of decision, is often vital toa 

correct diagnosis. Not only is sound judgement called for, but also the finest 
instruments at a doctor’s command . . . sharp radiographs, for 

example. That is why radiologists the world over rely on Ilford X-ray 

films for their reproducibility; for high speed to reduce risk of involuntary 
movement, and for gradation to produce the widest possible range 

of opacities. Ilford X-ray materials, crafted to the highest technical 
standards, are now available in the U.S.A. Contact your 

regular supplier, or write to the address below. 


\Iford Red Seal X-ray Film - |Ifex (non-screen film) - Ilford Intensifying Screens 


/ ‘ILFORD 


Made in England by ILFORD LIMITED, your source in U.S.A. is ILFORD INC., 37 West 65th Street, New York 23, New York. 
Your source in Canada is W. E. Booth Co. Limited, 12 Mercer Street, Toronto 2B, distributors for Ilford Limited. 
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News from the State Chapters 


Tur ANNUAL golf tournament and banquet, chief social 
functions of the year for the Hawaii chapter, were 
held September 13 at Oahu Country Club. Members, 
wives and other guests were entertained with cocktails 
and a smorgasbord. Dr. Edmund Ing and Mrs. Robert 
Bailey, respectively, won the top golf prize and the 
door prize. 

Among the special guests were Dr. and Mrs. Ralph 
Cloward of Honolulu (see cué). Dr. Cloward is a neuro- 
surgeon. 

New officers were elected last spring. The following 
chapter leaders were on hand for the big social event 
(see cut): Chapter President H. Q. Pang, Dr. Sam 
Wallis of Kauai, vice president; Dr. Homer Benson, 
secretary and program chairman; Dr. Howard Lilje- 
strand, treasurer; Dr. John Devereux, immediate past 
president; Drs. Homer Izumi, William Ito, Robert 
Faus, Charlotte M. Florine and Robert Millard, direc- 
tors; Dr. A. Leslie Vasconcellos, banquet committee 
and a past chapter president; Dr. John Felix, banquet 
golf committee; Dr. Ransom J. McArthur, Maui rep- 
resentative; Dr. James Marnie, liaison committee ; Drs. 


Louis Gasper and Marquis Stevens, members of the 
golf committee. 

The Hawaii chapter also reports that it now has an 
executive secretary. He is Mr. R. M. Kennedy, 510 
South Beretania St., Honolulu 13, Hawaii. 
> Dr. H. M. Eargle of Orangeburg was named presi- 
dent-elect of the South Carolina chapter at its eighth 
annual meeting September 6—7 in Clemson. Co-officers 
for the coming year are Dr. Charles N. Wyatt, Green- 
ville, president; Dr. Ripon Wilson, Charleston, vice 
president and Dr. Horace M. Whitworth, Greenville, 
who was re-elected secretary-treasurer. 

Dr. Wyatt received the presidential gavel from re- 
tiring president, Dr. Hervey W. Mead, Pendleton (see 
cut). During the two-day meeting at The Clemson 
House registration reached 261. 

Dr. Frank Poole, president of Clemson College, wel- 
comed the guests. The invocation was given by The 
Rev. Charles Arrington, pastor of the First Baptist 
Church of Clemson. 

The program included such outstanding speakers 
as Drs. J. Willis Hurst, Emory University; Wilburt C. 
Davison, Duke University; Gustav J. Martin, research 
director for National Drug Company ; Herbert S. Kup- 
perman, New York University; Harold Lueth, chair- 


Wilson, Charleston; Park Nicely, Acuff Clinic, Knox- 
ville; Leslie V. Dill, George Washington University, 
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Joseph Lam, Kent M. Amlin, Francis T. Kaneshire, | 


man of the AMA Committee on Civil Defense; Robert. 


“Specialist” Guest—Dr. Ralph Cloward, a Honolulu neurosurgeon, 
and Mrs. Cloward are flanked by their hosts, Dr. Leslie Vascon- 
cellos, (far left) past president of the Hawaii chapter, and Chapt 
President H. Q. Pang (far right). 


Luaus Spirit— During the annual golf tournament and banquet, a 
group of Hawaiian chapter officers and their guests posed at Oahu 
Country Club. Shown seated in the front row (left to right) are 
Mmes. Homer Benson, H. Q. Pang, William Ite, John Devereux, 
Howard Liljestrand and Homer Izumi. Standing, left to right, are 
Drs. Joseph Lam, Kent M. Amlin, H. Q. Pang, John Felix, Homer 
Benson, Homer Izumi, William Ito, Sam Wallis, Robert Faus, Charlotte 
M. Florine, John Devereux, Ransom J. McArthur, Francis T. Kane- 
shiro, Howard Liljestrand, Lovis Gasper, Marquis Stevens and James 
Marnie. 


Washington, D. C.; Hugh A. Matthews, Canton, N. 
C.; and Mr. Mac F. Cahal, executive secretary of the 
American Academy of General Practice. 

Questions from the floor closed the scientific ses- 
sions. In addition to electing officers at the business 
meeting, a student fund to be known as the “W. L. 
Pressley Memorial Fund” was authorized to be estab- 
lished. The fund’s aim is to encourage rural medical 
practice, a field in which the late Dr. Pressley was 
vitally interested. Several years ago Dr. Pressley was 
named “Outstanding Rural Family Doctor of the 
Year” by the AMA. 
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the high cost of bad habits: gastric hyperacidity 


Hurried meals and tense days exact their price in 
short order. Gastric hyperacidity — whether acute 
or chronic — can, however, be relieved quickly and 
pleasantly with Gelusil. 


Awake or asleep, the patient is protected: The 
sustained action of magnesium trisilicate and spe- 
cially prepared aluminum hydroxide gel restores 
and maintains a mildly acid gastric pH, without 
overneutralizing or alkalizing. With Gelusil, the 
twin dangers of acid rebound and systemic alka- 
losis are thus avoided. 


A new formulation, Gelusil-Lac, now combines 
the proven antacid action of Gelusil with the 


sustained buffering effect of specially prepared 
high-protein (low-fat) milk solids. The formula is 
designed to prevent the onset of gastric pain, par- 
ticularly “middle-of-the-night” attacks. 


Nonconstipating: The aluminum hydroxide com- 
ponent in Gelusil assures a low aluminum ion con- 
centration; hence the formation of astringent—and 
constipating—aluminum chloride is minimal. 


Dosage: 2 Gelusil tablets or 2 teaspoonfuls of Gelusil 
liquid two hours after eating or when symptoms are pro- 
nounced. Each tablet or teaspoonful provides: 7/2 gr. 
magnesium trisilicate and 4 gr. aluminum hydroxide gel. 
Gelusil-Lac: at bedtime, one heaping tablespoonful stirred 
rapidly into one-half glass (4 fl. oz.) of cool water. 
(Provides equivalent of 4 Gelusil tablets.) 
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A golf tournament and luncheon were planned for 
the doctors. 

Social events for the ladies featured a bridge party, 

Stour of the New Clemson and a luncheon for which 
the Rev. Arrington was the speaker. His topic was 
RExperiences of a Lend-Lease Preacher.” At another 
lincheon, for both doctors and wives, Dr. William 
Prioleau, president of South Carolina Medical Associa- 
fion, gave a talk. Members, their wives and guests were 
Bis entertained at a cocktail party and banquet at the 
Bnd of the first day’s session. Executive Secretary 
Mac Cahal was the featured speaker (see cut). 
BA new general practice residency award program 
i now operating as an Arkansas state booster project 
through a grant from DeGay Laboratories, an Arkansas 
fompany. The program specifies that the Arkansas 
Ghapter shall select the recipient for this annual 
award. 

DeGay Laboratories has agreed to provide a grant 
of $1,000 which is to be awarded to an Arkansas grad- 
uate who plans to take a two-year general practice 
residency. The amount will be paid monthly to the 
winner during the two-year period. 

This year’s recipient, selected by the Arkansas chap- 
ter, is Dr. James L. Greenhaw who is now taking his 
residency at the University of Arkansas in Little Rock. 
> An extra half day has been added to the scientific 
session of the New Jersey chapter’s fifth annual scien- 
tific meeting which will be held January 11-12 at the 
Hotel Berkeley Carteret in Asbury Park. In the past 
the meeting has been limited to one afternoon. 

This year the annual business meeting and election 
of officers will be held on Friday evening with two 
delegates from each county represented. 

Five noted speakers will present the symposium on 
problems in gastroenterology during the Saturday ses- 
sion. The meeting will close with a cocktail party and 
dinner-dance. 
> Members attending the Tennessee chapter’s sym- 
posium on office procedures in Memphis September 
30 received 5% hours of Category I study credit. 

The day-long program which was held in Hotel Pea- 
body featured six scientific speakers—Drs. Harry L. 
Alexander, Washington University of St. Louis; Har- 
old A. Sofield, Northwestern University; Frances L.’ 
lig, Gesell Institute of Child Development, New Ha- 
ven, Conn.; Philip C. Schreier, University of Tennes- 
see; Louis A. Buie, Mayo Clinic; and L. Kraeer Fer- 
guson, Woman’s Medical College of Pennsylvania. 

Dr. Jacob H. Bronstein, president of the Memphis 
chapter, was moderator of the morning session. For the 
afternoon meeting, Dr. Julian K. Welch, president- 
tlect of the Tennessee chapter, served as moderator. 
Both sessions closed with a question and answer dis- 
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An Exchange of Officiality—Following election of officers at the 
recent South Carolina chapter meeting in Clemson, Drs. Whitworth, 


secretary-treasurer; J. H. Cutchin, a new director; and H. L. Eargle, 
president-elect, were on hand to see the new president, Dr. Charles N. 
Wyatt, receive the presidential gavel from Dr. Hervey W. Mead, who 
ts retiring from that office. 
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A Headquarters’ Honoree—Academy Executive Secretary Mac F. 
Cahal (center) discusses the program of South Carolina chapter’s 
eighth annual meeting with Retiring President Hervey W. Mead (/c/t) 
as chapter secretary-treasurer, Dr. Horace Whitworth, looks on from 
the far left and Drs. Charles N. Wyatt, new president and Dr. William 
T. Hendrix, chairman of the board of directors, join in from the right. 


The One Thousandth Weicome—Dr. Charles A. Callis of Manheim was 
officially welcomed into the Pennsylvania chapter as its one thou- 
sandth ber by Chapter President Ethan L. Trexler, right, who is 


presenting Dr. Callis his membersh:p certificate. Dr. Hiram L. Weist, 
secretary of the Lancaster (Pennsylvania) chapter, looks on. 
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COFFEE 


100% PURE COFFEE) 


TYPICAL SANKA BOOTH AT MEDICAL 
CONVENTIONS ALL OVER THE COUNTRY 


YOU PRAISED ITS RICH, FULL FLAVOR 
... your patients will do the same! 


“Delicious! Full-bodied!“ That’s how you Instant Sanka is pure, pure coffee with the caffein 
described Instant Sanka Coffee when you tasted _ taken out. 

it at medical conventions. No wonder you were 

so enthusiastic! All pure coffee... 


Instant Sanka is 100% pure coffee. Only the 97% caffein-free 
caffein has been removed. That’s why your 


coffee-loving patients will be more than grateful 
when you tell them about Instant Sanka. 

If they’re sensitive to caffein, they’ll be de- 
lighted to know they can still drink all the coffee 
they want by switching to Instant Sanka...because 
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cussion. There was an afternoon coffee break and the 
meeting closed with a cocktail reception. 

At noon, a luncheon was held for doctors and their 
wives. Dr. Robert A. Davison, regional advisor for the 
AAGP Commission on Education, was chairman. 
Luncheon speaker was Dr. Frank L. Roberts, associate 
dean at the University of Tennessee College of Medi- 
cine. 
> The one thousandth member of the Pennsylvania 
chapter, Dr. Charles Callis of Manheim, was person- 
ally welcomed into the Academy by Dr. Ethan A. 
Trexler, chapter president-elect (see cut). Dr. Trexler 
also paid special tribute to Dr. Morgan D. Person, 
chairman of the chapter’s membership commission, 
for having brought their membership to the four-figure 
bracket. 
> Two days were devoted to the semiannual seminar 
of the Alabama chapter August 22-23 at the Medical 
College of Alabama in Birmingham. 

Dr. Bert Wiesel, Dr. Tinsley R. Harrison, Dr. 
Keehn W. Berry and Dr. Henley J. Smith discussed 
various phases of modern medicine the first day. The 
following day Drs. Wood S. Herren, Leon Smelo, 
Charles B. Crow, Julius E. Linn and Hugh Linder 

A banquet for doctors and their guests was held the 
first night and a business meeting closed the final 
session. 

> The Illinois chapter, now holding its eighth annual 
postgraduate program, ‘“‘Medicine for Today,” has 
scheduled a faculty from Chicago Medical School, 
Northwestern University School of Medicine, Stritch 
School of Medicine of Loyola University, University 
of Chicago School of Medicine and University of Illi- 
nois College of Medicine. 

The lecture series is on subjects of major interest to 
the general physician. Each course will be conducted 
in a two-hour session, held at weekly intervals. The 
first group began the week of September 24 and will 
tun through November 2. The second group is sched- 
uled for April 1, 1957 through May 10. 
> On September 23, Indiana Chapter President Nor- 
man R. Booher called together all officers, directors, 
past presidents, district chapter presidents and all 
committees for a meeting. Activities for the coming 
season were discussed at the session which was held 
at Indiana University School of Medicine. 

Dinner was served after which the board held a con- 
cluding session. This was the first time that all elected 
and appointed officials in Indiana had met together. 

Mercy Hospital in Gary, was the site of the second 
Road Show of the season for the Indiana chapter. 
Speakers were Drs. Louis N. Katz, director of the car- 
diovascular department, Michael Reese Hospital, Chi- 
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cago and Danely P. Slaughter, University of Chicago. 
> Fifty-four registrants assembled in Saranac Lake, 
New York, July 9—13 for the fifth annual symposium 
for general practitioners on tuberculosis. It was spon- 
sored by the Adirondack Counties (New York) chap- 
ter, the Saranac Lake Medical Society, and the 
American Trudeau Society. This was the largest at- 
tendance in history, with 15 states and Canada being 
represented. 

Plans are now being made for the 1957 course which 
will be held July 8-12, reports Dr. Richard P. Bellaire 
of Saranac Lake, chairman of this year’s meeting. 
> The North Carolina chapter was one of the three 
Tar Heel medical groups who endorsed the state’s 
emergency polio-vaccination program this year. Other 
endorsers were the North Carolina chapter of the 
American Academy of Pediatrics and the North Caro- 
lina Pediatric Society. The program was launched the 
last week in July by the state medical society. 
> Committee work is well under way on plans for the 
1957 annual meeting of the Oklahoma chapter. Okla- 
homa City’s Biltmore Hotel will be headquarters for 
the February 4-5 meeting. 

Tulsa (Oklahoma) chapter members heard Dr. Ed- 
ward C. Reifenstein, Jr., associate medical director of 
E. R. Squibb and Sons, New York City, at their Sep- 
tember 24 meeting. He discussed recent developments 
in endocrinology. The meeting included a dinner. 
> The Milwaukee G.P. News, which had its initial issue 
in April, is being published monthly by the Milwaukee 
(Wisconsin) chapter. It is one of a number of contem- 
plated actions to increase the public relations function 
of the chapter. As The News stated, it is designed to 
weld chapter members into a more tightly knit group, 
cooperating toward the same ends. Another purpose is 
to explain national and state directives, telling how the 
local chapter fits into the over-all picture. 

Wisconsin chapter members have voted to cooper- 
ate with the state medical society and sponsor a 
*G.P.” Day next May 7 at the Milwaukee Auditorium. 
> A symposium on office procedures will be sponsored 
by the Greater Kansas City (Missouri-Kansas) chap- 
ter, the Wyandotte County (Kansas) chapter and the 
Missouri chapter on November 11. Five of the six 
speakers scheduled for the one-day meeting are Drs. 
K. K. Hellerstein, Cleveland; N. D. Smith, Fort 
Worth; R. A. Ross, Chapel Hill; N. D. Fabricant, 
Chicago and A. Dellapietra, Waterbury, Conn. The 
sixth speaker is to be announced. It will be held in 
Kansas City. 
> Dr. Paul Dudley White was the featured speaker 
during the one-day clinical session sponsored Octo- 
ber 25 by the Bridgeport (Connecticut) chapter. The 
session was held in Hartford. 
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give nose drops 
to a child? 


OVAHIS 
LIXIR 


keeps stuffy noses open with 
safe...easy-to-give...ORAL dosage 


Oral use of this synergistic combination of 
vasoconstrictor and antihistamine takes the 
furor out of decongestion ...eliminates the risk 
of improperly used topical agents. Novahistine 
Elixir tastes good and is safe and easy-to-give. 
It causes no jitters or insomnia. 


Each 5 ce. teaspoonful of elixir contains: 


Phenylephrine hydrochloride 
Prophenpyridamine maleate 
Chloroform (approximately) 
1-Menthol 


| 

(alcohol 5%) Bottles of 4 and 16 oz. M.D. 
| 


Pitman-Moore Co., P.O. Box 1656, Indianapolis 6, Ind. 
Please send me—without charge—a supply of Novahistine® Elixir. 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc. * Indianapolis 6, Indiana 
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Novahistine-DH 


relieves 


congestion 
at both sites 


Fortified Novahistine with 


dihydrocodeinone for the control 


of coughs and respiratory 
congestion 


Each teaspoonful (5 cc.) contains: 
Phenylephrine hydrochloride 
Prophenpyridamine maleate 


Dihydrocodeinone bitartrate 
(may be habit forming) 


Chloroform (approximately) 
|-Menthol 


10 mg. 
12.5 mg. 
1.66 mg. 


13.5 mg. 
1.0 mg. 


(Alcohol content, 10%; sugar, 334%) 


PITMAN-MOORE COMPANY 
Division of Allied Laboratories, Inc. 


Indianapolis 6, Indiana 
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Ants in the Printers’ Plants 


Voracious Little Fella 


THE SAFETY PIN was removed after his parents took him to 


_ the divan when he swallowed the hospital.—Tulsa Tribune. 


With Seasoning, of Course 


THE HEFTY BLOND was placed there (psychiatric ward) after 
swallowing pieces of wife from a bedspring, a bobby pin, 
and a paper clip.—Dickinson (N.D.) Press. 


Run-Down Doctor 


BoTH WOMEN are in the MCG Hospital receiving treatments 
from a wreck.—Bennettsville (S.C.) Herald. 


This Mixed Up World 


Tue University of Toledo’s research department was asked 
by a doll whether a rubber and plastic stuffing compound 
for dolls two years, several white rats must eat food with the 
compound chopped up in it. So far, there have been no ill 
effects.—AP News Release. 


That's What It Says 


HE aTTackED his sleeping wife with a hammer. The wife of 
Waipahu, Hawaii, is confined at Southshore Hospital with 
a skull fracture, brain concussion and scalp lacerations. 
Her condition is not serious.—Honolulu Advertiser. 


Proficiency Plus 


Miss WENNER, who recently completed a Nurse’s Aid 
course, says she is now so proficient that she can easily bare 
for a patient without disturbing the bed.—Dotham (Tenn.) 
Palladium. 


Classified Desperation 


Mipp.ETown 3 room furnished apartment. 4 miles from 
new atomic lab. 5 minutes to State Hospital. Middletown 
DI 6-0536.—Hartford, Conn., Courant. 


Confused 


NOTICE in a doctor’s office : “Ladies in the waiting room are 
asked not to exchange symptoms. It gets the doctor hope- 
lessly mixed up.”—JLeader and Press, Springfield, Mo. 


Pardon, Your Slip Is Showing 
From the Miami Daily News: “Nearby sat Sue, who’s antici- 


. pating the stork; her pink polished-cotton dress with lace 


collar was a real standout.” 
The Personal Touch 


From the Sunnyvale, Calif., Standard: “The Brands, who 
are do-it-yourself fans, are expecting an addition to the 
family in March.” 

Neither Are Boys 


Finos Girts Not Equiprep To Be Motuers.—Headline 
in the Chicago Tribune. 
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Acid Facts 

ApvERTISING MAN: Yessir, Nosir, Ulcer.—Lee H. Bristol, 
quoted in Television Age 

To Win Friends and Flatten People 


Heapune in the Lexington, Mass., Minute-Man: “First 
Am ror TEACHERS PoputLaR.” 


Chronological Display 
As proor of her charge that her fiance seized her roughly 


by the wrist, Miss Deeters showed the judge several black- 
and-blue marks on her forenoon.—Benton (Miss.) Star. 


That’s the Way in loway 

Excerpt from a movie review in the Dubuque, Iowa, Tele- 
graph-Herald: ‘Eleanor Parker plays opposite him in this 
birth-provoking adventure in modern marriage.” 


Then Hubby Will Support Her? 

FRoM A NEWS COLUMN in the Fairmont, Minnesota, Sentinel: 
**Mr. and Mrs, ________ left Wednesday for Rochester, 
where Mrs. expects to have a garter removed 
by the Mayo brothers.” —Pete Simer 


in a Humorous Vein? 


WomMaAN TALKING about a friend in the hospital: “She was 
so ill that they had to feed her inconveniently.”—Eleanor 
Clarage in Cleveland Plain Dealer 


Cold Calculation 


In Decatur, Ga., physicians interested in establishing a 
large new clinic were just as interested in changing the 
name of the site they had chosen: Cemetery Street. 


Rural Free Delivery 


An Orecon pocror, Robert F. Day, observed in his address 
to a Rural Health Conference that some patients, lax in 
paying bills, must be gaining the wrong impression from 
his R. F. D. initials. 


Check Your Temperature 


Tue A. M. A. Journal reprinted a classified ad from the’ 


Chicago Daily News: “*2% Rm. furn. apt. frigid. couple 
only.” 


Attention, Bargain Hunters 


L. C. Knapp, of Festus, Mo., found this department store 


ad: “Annual July Baby Sale! Samples! Discontinued 
Styles!” “I have several babies,” contributor Knapp writes, 
“but they weren’t defective when I got them in the con- 
ventional way and were no (monetary) bargains!” 


What, No Deliveries? 


AN ENTERPRISING Milwaukee optometrist placed the follow- 
ing advertisement in the Journal: ‘Eyes examined while 
you wait.” 
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Rx Information 


Meratran 


with Reserpine 


Meratran with Reserpine has a two- 
fold use. It is effective in the treat- 
ment of anxiety-tension states as 
well as hypertension. 


Meratran elevates the mood and ex- 
erts an alerting action. It restores 
the depressed patient to his usual 
level of alertness, interest and pro- 
ductivity, without jitters, without 
jolt or jar. It does not affect normal 
appetite or sleep. As Meratran ele- 
vates the mood, reserpine relieves 
the anxiety or tension. Meratran 
with Reserpine is safe .. . there is 
no tolerance or drug habituation. 


Composition: 
Each white tablet contains: 


Meratran (pipradrol) 
Hydrochloride 


Mild Depressive Anxiety States—1 
tablet three times a day. Hyperten- 
sion—1 tablet three times a day. Ger- 
iatric Dosage—1 tablet in the morn- 
ing and 1 at noon. Individual patient 
response should determine optimum 
dosage for various indications. 


Supplied: 
MERATRAN WITH RESERPINE—In bot- 
tles of 100 small white tablets. 


1. Fabing, H. D.: Dis. Nerv. System 16:3, 
1955. 2. Antos, R. J.: Southwestern Med. 
36:166, 1955. 3. Cohen, S.: Presented before 
the California Med. Assoc., April 24, 1956. 
(To be published.) 


Another Exclusive Product 
of Original Merrell Research 


THE WM. S. MERRELL COMPANY 
NEW YORK © CINCINNATI © ST. THOMAS, ONT. 


TRADEMARKS! ‘MERATRAN WITH RESERPINE’, MERATRAN® 
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